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Described and IIluminated by 
J.A. Bristow i 
with Herman N. Mills,PR1, Technical Consultant 


> 
r @ May | introduce myself? . . . Sir Vival ... Dragon Hunters 
‘ 1066. Betimes a verray parfait gentil knight... At other times 
a veritable tiger, ‘Tis our heart's desire that ye may live long— 
an inspiration to ye fellowes, a scourge to ye enemies, and a 
continuing joy to ye happy dependents. Therefore, attend ye 
with all diligence to ye following pages & @ @ 
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Integrated Torso Harness 


Recently all torso harnesses have been modified 
(per BACSEB 12-62) to incorporate two lap belt 
support straps designed to improve survival kit 
retention (A). BACSEB 10-62 contains instruc- 
tions for incorporation of a lift ring attachment 
for helo rescue (B). 

In this drawing the survival knife sheath pocket 
is at chest level. (See January, 1963 approacu for 
other locations. ) 

During parachute descent, the PK-2 pararaft 
lanyard should be attached to the lower right 
rocket jet connector link. Various types of raft 
kits are used with the integrated torso harness: 
hard pack raft kit, high speed raft kit and a 
modified standard raft kit which is used with the 
TF-9](F9F-8T) integrated system. 
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Rocket Jet Fitting 


To release a rocket jet fitting, squeeze and lift. 
On parachute descent over land, release the cano- 
py fittings as you touch down, then the hip fittings. 
Over water, release the lower left fitting during 
parachute descent so the seat pack will swing 
down around to your right for access to your para- 
raft lanyard. Release the shoulder fittings as you 
hit the water, then the lower right fitting. 








Mark 3C Life Preserver 


The Mk-3C life preserver is worn with the in- 
tegrated torso harness. Pulling the two inflation 
toggles on the front of the life preserver punctures 
the CO. cylinders which inflate the two separate 
inflation chambers. The chambers can also be 


inflated orally by means of the two oral inflation 
tubes. After oral inflation, the valves of the tubes 
should be locked. Standard survival equipment 
in the Mk 3C consists of two Mk-13 Mod O distress 
signals and two dye marker packets. 


Continued 
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High Speed Pararaft Kit — 
Lanyard Hook-up and Inflation 


Attach the PK-2 pararaft lanyard to the lower 
right rocket jet connector during parachute des- 
cent (refer BACSEB 14-61A). Raft inflation pro- 
cedure is the same as with the standard kit (see 
below). The raft should be boarded from the 
stern (small end). 


Standard Pararaft Kit — 
Lanyard Hook-up and Inflation 


The standard raft kit is used with the non-inte- 
grated parachute harness except with the modified 
standard TF-9J(F9F-ST) integrated system. 

The snap hook shown on the end of the lanyard , 
should be fastened to the extended lanyard on the 
Mk-2 life vest prior to flight (see opposite page). 
During parachute descent, pull the kit out and let 
it hang from the lanyard. In the water. follow the 
lanyard until you reach the raft, then pull the in- 
flation toggle. The lanyard merely retains the raft 
to the wearer. It is connected to the cylinder, not 
to the inflation toggle itself. 
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Hard Pack Survival Kit — 
Pararaft Lanyard Hook-up 
After water entry and parachute release, pull 
the raft to you by the drop lanyard attached to the 
eis upper section of the kit. Immediately attach the 5 
=> | raft retaining line snap hook to either shoulder 


rocket jet fitting attachment point or to the rescue 

lift ring. Release the survival kit upper section 

from you and enter the raft. Keep the raft retain- 
Mark-2 Life Vest ing line secured to you at all times until rescue. 


Thorough preflight of the Mk 2 life vest is necessary 
to make sure there is a good CO, cylinder in each con- 
ite- | tainer and that the container caps are screwed down 
fied | tight after inspection. Unless the caps are tight, the 
cylinders will not be punctured when the toggles are 
ard % pulled and the vest will not inflate. In case of failure 
the | to inflate or in order to obtain additional buoyancy, 
e). | the middle compartment of the vest can be inflated 
let | orally by means of the oral inflation tube. When this 
the is done the valve of the oral inflation tbe should be 
im- locked. 
raft An extended lanyard has been devised for easier 
not detachment of the PK-2 life raft lanyard in the water. 
The detachable 6 to 8” length of webbing has a D-ring 
on one end and a snap hook on the other. Passed under 
the right parachute leg strap and lap belt, the lanyard 
rests on top of the wearer's right thigh where it can be 
reached easily for detachment. 

Survival equipment on the Mk 2 life vest consists 
of two MK 13 Mod O distress signals, 2 packets of dye 
marker, 1 packet of shark chaser, a whistle, and a 
signaling flashlight. 





Continued 
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Mark-13 Mod O Distress Signal 





Even in total darkness you can distinguish the 
night end of the flare from the daysmoke end by 
the embossed projections extending around the 
case approximately % inch from the end. 

To ignite either end of the signal, 
tear the paper cap off the end to be 
ignited. Then point the signal to be 
ignited away from your face. Frac- 
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ture the seal by levering with your Si 
thumb under the near side of the cz te 
ring with your forefinger on the top t5 
far side of the ring. When the seal cas ~2 i nw N 
snaps, remove the seal with a quick [BG . +3 
pull from the container, thereby ig- ~ = Led 27 $e : 
niting the signal. Hold the signal up at. “2 ty }m b 
at arm’s length, 45 degrees from the we ua 5 é h 
body. On rare occasions, the day- ‘y S $3 Hi aZ te 
smoke signal will flare. Submerge it iS > — “7 i 
momentarily in the water and the Sy I BS t. nf | b 
smoke will resume. After using one Oz = Hf §3 th 
end of the flare, douse the signal in =F a +! > be 
the water and save it until the other : - oe gE | 
end has been used. Burning time is . * [f ni - 
approximately 18 seconds. , 4 | 2 
tu 
| st 
Mark-4 Life Preserver (worn with full pressure suit) | to 
Standard equipment on this life preserver is a signaling flashlight and a whistle. One compartment is _ | 
inflated by CO, cylinders activated by pulling the two inflation toggles. The other compartment is in- 
flated orally by means of the oral inflation valve which should then be locked. Preflight precautions | 
discussed under the Mk-2 life vest also apply to the Mk-4. | 
|Al: 
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Mark-7 Life Raft Se 
men 
The two inflation chambers of this boat-shaped hull are inflated by pulling a wire toggle connected ~ 


directly into the CO, cylinder head. The actuating mechanism is visible at one end of the raft con- 
tainer; the actuator toggle is protected by a red canvas cover. 

The Mk-4 raft is similar to the Mk-7 in inflation procedure. Both rafts can be topped off by hand 
pumps located inside the raft equipment containers. Both rafts have retaining lanyards and snaps lo- 
cated at the same end of the container as the inflation cylinder. The retaining lanyard should be con- 
nected to the extended lanyard on the Mk-2 life vest. 
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Mark-20 Life Raft 


| A circular raft, the Mk-20 has two buoyancy chambers, one on top the other with a floor suspended 
between. No matter which side is up following inflation, the raft is right side up. It has a throw out 
type carrying case with a retaining cord stowed in it. To inflate a raft packed in the case, locate the 
toss out lanyard in the end flap of the case. Snap the lanyard to your life vest D-ring, toss out the raft 
and jerk the cable release free of the cylinder discharge head. The raft will come out-of the case and 
both tubes will inflate with CO.. The raft can also be removed from the case and inflated manually 
through the raft mattress valves by means of the hand pump. For equipment aboard this and other 
rafts, see Safety and Survival Equipment for Naval Aviation, (NavWeps 00-80T-52. ) 

To inflate the Mk-12 life raft, lift the flap on the end of the case. When you pull the ripcord, which 
is similar to a parachute ripcord handle, you extract locking pins to open the container. Simultan- 
eously this opens the CO, cylinder and the raft inflates. (BACSEB 35-59 refers. ) 

The Mk-4, Mk-7 and Mk-12 life rafts should be boarded by climbing over the top of the flotation 1 
tube, using the boarding handles. (See NavWeps 00-80T-52.) The Mk-20 raft has either a boarding 
station (deflated section of the flotation tube) or a boarding ramp (which is located on and attached 
to the main flotation tube) to facilitate entry into the raft. 
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| A13A Oxygen Mask 

The most recent modification to the Al3A oxy- 
gen mask is the new mask suspension system 
}(P/N 33D1115-1), not yet available, to be used * 
with the APH-6 helmet. 

Perhaps the most important words concerning 
the oxygen mask are: Keep it clean. The recom- 
mended cleaning compound is Mil-C-18687 vice 

ted Mil-C-8638. BACSEB 27-54 is being revised to 
reflect this. 
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.38 Caliber Revolver, Tracer Bullets 
To prevent loss in the water, the .38 revolver should a 
be connected to the holster by a lanyard attached to = 
the ring on the butt of the weapon. Cartridges or emp- 
ty rounds are ejected by swinging the cylinder out to O 
the left and pushing the extractor plunger toward the de 
rear of the cylinder. If undue pressure is required to a 
eject the cases, it is an indication of dirty, rusty or ( cal sh 
worn chambers, or corroded ammunition. The revolver rie 
carries 6 rounds. Before flight five rounds should be th 
loaded with the hammer against the empty chamber. > 4 pe 
The Federal stock number and nomenclatures for to 
8 tracers is: Cartridge, cal. .38 tracer, Special Jacketed I al 
1305-301-1692-A406. iW 
| th 
th 


SPACE limitations have restricted this article to most universally used and relatively uncompli- | ta’ 
cated items of personal survival equipment. (Previously covered in APPROACH were the anti-expos- | ty 
ure suit, November, 1961; the full pressure suit, January, 1963; and the anti-G suit, March, 1963.) tai 

In passing it should be noted that there is now a new shorter-blade survival knife in the supply 
system. Presently under evaluation are a pencil flare gun (See approacn, July 1963, pg. 22) and sev- | st 
eral strobe flashlights. The latest products of helmet development are the APH-6 and the SPH-2. 








The continuing program to improve pilot’s and crewmen’s personal survival equipment goes on. But | ™ 
as we've said many times before and probably will have to say again, survival equipment is only as 
good as its user. ™ 
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The best personal survial equipment in , 
the world cannot function to save your th 
life if you do not have it with you or if jy 
you do not know how to use it. by 
the 
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Maneuvering at low altitudes on black nights will continue to make the 


ASW game an exciting but critical one. How far can you push the Stoof? 


Cautious Tigers 


ee W hat the H— happened to 
One-Five?” 

“I dunno. . . he was just for- 

ward of the port wing a second 


| ago. It’s so black out there I can’t 


see anything.” 

Three hours later the crew of 
One-Five was high-lined from a 
destroyer back to their carrier. 

While still in a state of semi- 
shock, the four airmen were hur- 
ried down to sick bay where 
their cuts and gashes were ex- 
pediently treated. Word was sent 
to the Admiral and Captain that 
all survivors were in fair shape. 
Within an hour both pilots and 
the two crewmen were seated in 
the ready room writing and dic- 
tating facts to the squadron safe- 
ty officer. He wanted all the de- 
tails from start to finish. 

What attitude did the aircraft 
strike the water? 

Where did the aircraft break 
in two? 

Did anyone experience diffi- 
culty in their escape procedure? 

Were all the engines and in- 


| struments operating properly? 


Did they experience vertigo at 
any time? 

Did you eat dinner that night? 

Were your boots laced to the 
. and so on. 

With all the facts in triplicate, 
the safety officer relaxed, lighted 
a cigar, and told the pilots that, 
by all rights, rules and statistics, 
they should be in one thousand 
fathoms of water with their de- 
molished aircraft . . . . one hun- 


by LTJG R. E. Farrington 


dred percent deceased. 

Four lives were miraculously 
spared by fate but a million 
bucks worth of Grumman Track- 
er was deposited in David’s lock- 
er. One-Five was the second 
member of a two plane ASW 
team tracking a submarine with 
MAD. The copilot, with 700 
hours, was in the left seat. The 
plane commander was acting as 
duty scribe in the right seat. He 
had accumulated a little over 
2000 hours in type. Both were 
NATOPS standardized and had 
been flying together as an ASW 
team for over six months. With 
this combination of experience 
the aircraft still managed to stall, 
spin, lurch and fall inverted into 
the grasp of the unforgiving sea. 
Can it be blamed on the massive 
mounds of paperwork that an 
ASW copilot is required to main- 
tain? In this case, no! 

What happened to One-Five? 
Will it happen again? What can 
we do to prevent its re-occur- 
rence? 

One-Five was 4 victim of Ber- 
noulli’s Principle. He was a vic- 
tim of Cymax, sea level density, 
load factor, lift, drag, angle of 
attack, airspeed and mostly his 
own ignorance. To complicate 
matters, the night was as black 
as they are usually described at 
Happy Hours. 

Both engines were operating 
normally, all instruments were 
in perfect working order and 
both pilots had eaten a hearty 
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dinner. In addition to these fac- 
tors, both pilots had their boots 
laced to the top, were happily 
married and had no problems, 
financial or otherwise. At this 
point, you as the reader, might 
question the validity of this 
story. It has occurred in the 
past and will happen again in 
the future. The remainder is 
left up to your imagination. 

Since you are most likely an 
aviator of some type, the term 
Cuimax is familiar to your ears. 
If it isn’t, ask your safety officer. 
He was paid twenty-two dollars 
a day at USC to learn this plus 
much more. You hear the term 
in APMs, read about it, see it on 
bulletin boards and thrash it 
about at Happy Hours. It is in 
most aeronautical publications 
dealing with basic aerodynamics 
and flight. If you are a student 
you should be learning that 
Cuimax can kill you instantly if 
not handled with particular 
care. The brother of Cimax is 
STALL SPEED (Vs). Together 
they go hand-in-hand, tripping 
gleefully down a path of lilies 
waiting for someone to offend 
them. You may be able to ver- 
bally define these terms but if 
you are not aware of the con- 
tributing factors, you already 
have one foot in the grave. 
These terms have a direct effect 
on your aircraft's limitation, re- 
gardless if it is a Beechcraft or 
Phantom II. 

Now let’s discuss aircraft limi- 





tations and combat effectiveness. 
Begin with the aggressive tiger 
pilot that exceeds sixty degrees 
angle of bank and lets his in- 
dicated airspeed dwindle below 
that which is depicted in the 
Stall Calibration Airspeed in his 
flight manual. He stalls his ma- 
chine and goes home in a pine 
box. Then we have Cautious 
Cal who launches but refuses to 
exceed 30 degrees angle of bank 
, even with excessive air- 
speed. As a result, his mission 
is incomplete. 

In time of war the tiger would 
be useless since he is dead. Cau- 
tious Cal is alive to return to 
where his carrier had been sunk 
by the submarine he couldn't 
catch. In this case, Cautious Cal 
came out the luckier of the two 
since he is still around and may 
someday return to an outfit and 
a chance to learn the aircraft 
limitations. 


An ASW pilot is trained to 
eventually destroy the enemy 
submarine force. The advent of 


the high speed boats has 
brought on the need for a gen- 
eral increase in pace of ASW 
tactics. Maneuvering at low al- 
titudes will continue to make 
the ASW game an exciting but 
critical one. The re-visit time 
will have to decrease in order 
to maintain contact. This means 
steeper angles of bank at greater 
airspeeds in order to cover more 
area. The same principle ap- 
plies to attack and fighter pilots 


as well. Now we are back to 
the barrier of aircraft limitations 
and caution. 

Place yourself in a lone Stoof, 
three hundred miles from your 
carrier. You have a high speed 
boat in your grip. The tiger in- 
stinct in you blooms. How far 
can you push the Stoof (at pre- 
scribed NATOPS airspeed) in 
angle of bank? What about 
Cimax; Vs; load factor; aircraft 
weight; density; and altitude? 
Then you must remember, 
“Safety is Paramount” is tatooed 
on your left forearm. 

The S-2 (S2F) weighs about 
21,500 at this point and you 
have no external stores. For 
every 1000 pounds increase in 
weight (internal stores) there is 
going to be a 3-knot increase in 
stall speed. With 2000 turns, 28- 
30 MAP and no flaps, your air- 
speed will vary between 140 and 
150 indicated. For you thrust 
bucket pilots, this is about mach 
.25. Using the formula 
where Vsa is the stall speed 
for a certain angle of bank, Vs 
is the stall. speed with the same 
configuration and power setting, 
straight and level. At 45 degrees 
angle of bank, stall will occur 
at 94 knots. With 60 degrees 
angle of bank, the stall will oc- 
cur at 112 knots. I doubt that 
these limits will be used in ASW 
problems but they could come 
in handy someday if you find 
yourself at the end of a canyon 
with a wingover being the only 


way to salvation. The formula 
agrees with the manual within 
one knot. We can thank the 
flight test people for these fine 
figures. 

The pilots’ handbook (Flight 
Manual) is a result of hours of 
difficult research, ground and 
flight testing and thousands of 
highly skilled man-hours. Mil- 
lions of dollars and many lives 
have also been invested in this 
Manual. The very first page 
states, “To be read by all pilots 
operating these aircraft 
“Of paramount interest to pi- 
lots.” Your copy will do you 
little good buried beneath the 
paraphernalia and trivia that has 
collected in your locker. It’s 
there for your use 
visions are distributed for your 
knowledge and interest. 

If a pilot is unsure of himself 
at low altitudes and high angles 
of bank, then he should take a 
long look at his manual. Con- 
sult the safety officer . . . . these 
things may save a crews life. 
Remember, the aircraft ‘you fly 
was designed and tested to meet 
rigid mission standards. I'm not 
stating that you attempt to reach 
these limitations as a matter of 
practice, but you must know 
and be familiar with them. 
Know what the aircraft is cap- 
able of performing under vari- 
ous conditions and configura- 
tions. It may someday save your 
life. e 
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ONCE upon a time there was a duck and hyena 
that ran an airport. Because the duck was a bird, 
he took care of the flying and of course the hyena 
ran the tower, GCA and approach control, ’cause 
he was a natural born laugher. As you well know 
it takes a sense of humor to work with flyers. Over 
the years their operations got bigger and bigger; 
the duck flew higher and faster and the hyena 
bought more telephones and a D. F. steer (who 
was off his feed). 

The more they became specialized, the less 
they saw of each other. In fact, they even forgot 
they belonged to the same air patch. Every time 
the duck called for landing instructions, the hyena 
never seemed to answer right off. Assuming that 
he was alone in the area, the duck asked for all 


kinds of things and was known as a real quack on 
Guard Channel. 

The hyena and the duck never got together to 
discuss what “I’m putting your clearance on re- 
quest” meant. Everybody got burnt up and to help 
solve the problem, resorted to sarcasm. Such say- 
ings as “the field is closed, what are your inten- 
tions?” were answered by “I plan to cry a lot.” 
One day the duck and hyena thought they knew 
so much that they changed places. The hyena 
busted his tail, of course, and the duck strangled 
to death in the telephone cords. 

Moral: Why not take a duck up in the tower and 
laugh it up a bit? You might be surprised at the 


—Kelly Newsletter 
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Fight 
!’ 


By Captain H. C. Ivy, USMC 


mony the Naval Aviation Safety Program has 
become the object of increasing attacks from 
those who support the idea of combat-readiness as 
paramount. 

These people are categorically correct. Combat- 
readiness is the most important and only final prod- 
uct that can be accepted from any combat organi- 
zation. The error so frequently made, and a serious 
one, is to compare aviation safety and combat- 
readiness in opposition to one another. This posi- 
tion expressed or implied by responsible people 
in Navy and Marine Corps Aviation is creating 
disharmony which is hindering the safety pro- 
gram as well as effecting a loss in combat readi- 
ness. 

Such comparisons, whether pro or con, is losing 
sight of the basic objectives of the program and 
in general confusing the issue. It is time that we 
all stop for a serious look at safety and bring the 
program more keenly into focus. 


The Intent of Safety 
To draw a comparison between aviation safety 
and combat-readiness is to compare the whole 
with a part of the whole. They are not opposite 
poles of a single issue and of this we must be 
ever mindful. Combat-readiness in aviation is that 
characteristic of a man and a machine combina- 
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tion that, when molded within a framework of 
organization and training, produces an aggressive 
and effective instrument of war. The molding of 
the man and machine combination within this 
framework utilizes various techniques, one of 
which is aviation safety. Aviation safety is unique 
among these techniques since it permeates all 
others. Anything associated with the man-machine 
relationship is associated with safety. But this 
association does not imply that safety is in oppo- 
sition to any of these techniques. Aviation safety 
is contributory to and part of combat-readiness. 
When and if it is not contributory it is no longer 
aviation safety and should not be labeled as such. 

OpNav Instruction 3750.14 outlines the general 
Naval Aviation Safety policy. One of the first 
meaty sentences we come to when reading this 
safety instruction is, “The primary function of 
Naval Aviation is the maintenance of a high de- 
gree of readiness for prompt and sustained combat 
operations.” The very last sentence of this same 
instruction states, “Safety is not an end in itself, 
but a high state of readiness is characterized by 
accident free operations.” Safety here is defined as 
a characteristic of combat-readiness. It is not an 
end in itself but a means to another end, namely 
a higher degree of combat-readiness. 


Command Organization 


Now that we have defined the position of avia- 
tion safety as related to combat-readiness, let us 
not be so naive as to believe that this settles the 
issue. As some opponents of the system have so 
aptly put it, the tail can come to wag the dog. 
These doubters do not, and this should be care- 
fully considered by all, disagree with the basic 
objectives of the program, but contend that when 
met face to face in actual practice it is not so 
palatable. Now let’s get right down to the nuts 
and bolts of it and see if the tail is actually wag- 
ging the dog. 

One aspect of the Naval Aviation Safety Pro- 
gram, which seems to stick more often and securely 
in the craw of the program’s opponents, is the 
position of the aviation safety officer in the organi- 
zational chain of command. It is feared that due 
to this arrangement, the safety program usurps 
command prerogative. Supposedly, the safety off- 
cer, by means of this position, exerts undue in- 
fluence upon the commanding officer. But the 
safety officer can exert no more influence than can 
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be supported by honest and factual issues devel- 
oped into logical conclusions, regardless of his 
position in the organizational chain of command. 
The reason behind his position at this level of 
command as a staff advisor is the very nature of 
the safety officer's responsibilities. It is often sug- 
gested that he should work within the frame- 
work of the unit’s operations section: This is not 
feasible. 

Let’s go back to the man-machine concept ex- 
pressed earlier. The operations section is given 
the responsibility of training the pilot to effec- 
tively utilize this machine towards the man- 
machine role of combat-readiness. The safety offi- 
cer is for obvious reasons vitally interested in this 
endeavor. But at the same time the maintenance 
section of the unit is given the responsibility of 
training ground personnel to effectively maintain 
this machine so it may be capable of attaining the 
man-machine goal of combat-readiness. Again the 
responsibility of the aviation safety officer lies 
squarely within this field of endeavor. Clearly, the 
logical position for this responsibility lies at the 
next level of command. Since neither the com- 
manding officer nor the executive officer of most 
units have the time to perform such duties, a staff 
assistant is required. Granted we could appoint a 
maintenance safety officer and an operations safety 
officer but since these efforts must often be co- 
ordinated it would require a third safety officer 
to perform such functions. If the Naval Aviation 
Safety Program is, as many contend, under the 
influence of Parkinsons’ Law (bureaucratic 
growth), it seems that the above would long ago 
have been recognized as a happy solution. To 
summarize, if you consider how many mainte- 
nance man hours are required to produce one 
ftight hour in our modern day aircraft, it will 
become readily apparent that we are doing more 
with our machines than merely flying them. 


The Accident Rate 


Many say that statistics can be arranged to 
prove anything. But this statement should be re- 
arranged and more clearly state that statistics 
can be arranged to appear to prove many different 
things but can actually prove only one thing. Two 
and two equals four no matter how we arrange 
it and just because we usually deal with a greater 
number and variety of figures in statistics does not 
alter this basic numerical truth. If statistics are 
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examined closely, with a clear understanding of 
their intended meaning, they do not lie. 

One complaint that confronts us, when attempt- 
ing to present through statistics a historical pic- 
ture of the progress in aviation safety, is that the 
standards of classification have changed through 
the years. Since, in fact, the yardstick of accident 
classification has changed this contention appears 
quite legitimate. But there are other factors. The 
yardstick has changed due to necessity created by 
other changes, for instance, the aircraft we fly. 
But let’s look at the question from another angle 
based upon standards that have not changed and 
in all likelihood will not. A dead man as defined 
in 1936 is identical to a dead man as defined to- 
day. Along with this first reasonable premise we 
must accept one other proposition. The prospects 
of human survival during the crash of an F-4B 
( F4H-1) are not the same as we would expect if a 
machine of 1936 vintage were being crunched. 

Remember we are not comparing the relative air- 
worthiness of the birds but have assumed the ad- 
vent of the accident and are comparing the likeli- 
hood of survival. Granted, the improvements in 
escape systems have tended to balance the scales 
but when we consider the environments of alti- 
tude and speed to which a pilot is exposed today 
it hardly seems a fair trade. The birds of today 
move faster, hit harder, and burn hotter. When 
we take into consideration night carrier operations 
and water temperatures that allow human life 
measured in minutes, it becomes obvious to any 
reasonable man that the problems confronting 
survival today are greater than they were in 1936. 

With this in mind, it follows that the Fatal 
Accident Rate would have increased unless we 
are in fact having less accidents per flight hour 
today than we were in 1936. Notice that we are 
using the Fatal Accident Rate and not the Fatality 
Rate so as to avoid any arguments concerning the 
number of warm bodies in crash-1936 as com- 
pared to warm bodies per crash today. Actually 
the record shows an improvement in the Fatal 
Accident Rate, with the 1962 rate only 71% of the 
record as shown for 1936. Now remember these 
figures represent dead men, an item extremely 
difficult to reclassify. For those who might think 
a comparison between 1936 and 1962 unfair, since 
that era may be considered as the “dark ages” of 
aviation, a more up to date comparison might 
prove interesting. The 1936 rate compares more 
favorably with 1962 than any year from 1951 
through 1957. As a matter of fact, the rate from 
1941 until 1957 exceeded the 1936 rate with the 


exception of 1949 and 1950. 

These comparisons are between a type or classi- 
fication of an accident. It is the same as a com- 
parison of major damage or minor damage acci- 
dents of the two periods except that we are 
discussing a type accident that certainly could 
not have been redefined through the years. Con- 


sidering the radical changes in aircraft through | 


these same years, it would have been an accom- 
plishment to have even maintained the same rate. 
This all means that the improvement in the acci- 


dent rate is a real improvement and not something | 


brought about by altering our definitions. But 
having shown an improvement in the accident 
rate let us not make the mistake of placing more 
emphasis upon it than it warrants. The accident 
rate only provides us with part of the picture, it 
is still that part of the whole. Remember, safety is 
not meant to be an end in itself; therefore re- 
ducing the accident rate is not our final objective, 
combat readiness is. Safety is a means to an end 
and the accident rate is a measure of that means 
but does not give us conclusive evidence of having 
reached or come closer to our final objective. 
Combat-Readiness 

A historical comparison of combat readiness is 
unnecessary. The Naval Air Arm is immeasurably 
more lethal today than yesteryear. If there has in 
fact been a negative influence by safety upon this 
advancement we have no real means of measuring 
this influence. But there have been some very 
real and measurable positive influences upon this 
advance to which we should give full considera- 
tion. 

Strangely enough, the very technological im- 
provements for which the safety program can in 
part claim credit are brought forth in arguments 
against aviation safety. These improvements are 
often put forth as the real reasons for the reduc- 
tion in the accident rate for which the safety 
program publicly claims credit. Such things as the 
angle deck mirror landing system, ground level 
ejection systems, better radar, to name a few. Or 
in another vein, more stabilized man power within 
units, phase readiness, unit rotation, NATOPS. 
.... The contention that these things have made 
flight operations a more reliable, effective, and 
safer endeavor is well taken. But how much of 
this was given birth in an atmosphere of interest 
for which at least in part the Naval Aviation 
Safety Program was responsible? How many of 
these technological advances were speeded to the 
fleet through interest in them at the Naval Avia- 
tion Safety Center? Through what program did 
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| clearly to the forefront? How many improvements 





in the reliability of aircraft systems are a direct 
result of thorough analytical investigations of 
minor and major aircraft accidents? These things 
are in fact the real and measurable positive in- 
fluences that the safety program has had upon 
the advancement in the state of the art. They are 


ness for which the safety program can in part 


It is often said that certain people use the safety 
program as a basis or a crutch to restrict realistic 
flight operations. Now let us ask, did these people 
come into being along with the current safety 
program or is it possible that they existed long 
beforehand? We can be sure that they are not 
new on the scene and if they could not scream 
SAFETY they could find some other less clearly 
defined issue to champion. Actually, aviation 
safety should discourage such influences if prac- 
ticed intelligently because it would bring the 
issues more clearly into focus by presenting the 
facts of the case. If we all were as avid members 
of the aviation safety program as these “Cautious 
Charlies”, they wouldn’t stand a chance. If the 
safety program has been misused as a tool to 
promote unrealistic training practices, it’s our own 
fault. When procedures are proposed which re- 
strict realistic training, our reaction is all too 
often to accept it with a grumble and consider 
it as another pain in the posterior forced upon us 
by the safety program. Our reaction in such situa- 
tions should be to jump right in the middle of the 
issue with both feet, become as fully informed on 
the subject as the promoters of the practice and 
offer a more realistic solution to the problem. 
Quite often the proposals are honest suggestions 
presented in good faith by an overzealous safety 
officer, who doesn’t invision himself and certainly 
is not infallible. The system needs and does have 
some checks and balances and we are all part of 
it. 

It should be remembered that the safety pro- 
gram was conceived and developed from within 
the Navy and Marine Corps. It was not given 
birth outside and shoved down our throat. What 
the program is or ever will be depends upon the 
attitudes and actions of every single naval aviator. 
The program is not impervious to change but the 


| program itself is inert and only demonstrates dy- 


_ namic features injected into it by people. Those 


people can be “hard chargers” as easily as they 


did | can be “Cautious Charlies”. 


In War and Peace 


There is one serious misconception concerning 
safety which oddly enough is voiced by many in 
the pro-safety camp. This is the view that safety 
is paramount in time of peace, implying that it 
has no place in time of actual combat. War should 
intensify interest in safety just as it does in air- 
craft availability, training level of pilots and crews, 
training level of maintenance personnel, aircraft 
turn-around time, expeditious loading of ordnance, 
or in short, combat-readiness. If we say that safety 
enjoys a place of paramount importance in peace- 
time but takes a back seat to combat-readiness in 
time of war we are picturing the two as opposites. 
To state things thusly is to admit that safety is 
considered paramount to combat-readiness at 
some particular time and under certain circum- 
stances. When and if this condition prevails we 
must certainly admit that the tail is in fact wag- 
ging the dog. 

Conclusions 


The Naval Aviation Safety Program has a lot of 
problems and shortcomings but then again what 
program hasn't? In spite of its shortcomings any 
reasonable person will admit it has done naval 
aviation immeasurable good in comparison to the 
harm for which it may be held responsible. The 
potential of the program if given the active sup- 
port of all naval aviators would be beyond com- 
parison with what has already been accomplished. 
Too many people react by withdrawing their sup- 
port of the program when they find something 
disagreeable with the administering of it. They 
withdraw and criticize from without when instead 
they should choose these times to get even more 
deeply involved in the program and get it back 
on the right track. All too often the people who 
find themselves disgusted with safety are the 
people the program needs most seriously, the hard 
chargers who are also blessed with the experience 
_ and insight to get to the basics of a problem and 
“come up with a realistic and workable solution. 
There seems to be agreement among all aviators 
with the basic objectivés, the disagreements arise 
in the day to day administering of a system to 
reach these objectives. 

Remember the program itself is inert and what- 
ever life, motion or direction it demonstrates is 
merely a reflection of the people who are involved 
in it. If You haven't been actively involved, start 
now. Considering what it has done without you, 
can you imagine what it might accomplish with 
your active support? © 


approach/september 1963 


15 





took off at 1830U following a 

normal preflight and turn-up. 
After release from departure 
control at 8000 feet and 22 miles, 
I switched over to channel nine 
on the tacan and immediately 
picked up the ship ahead at 72 
miles. At this time I went to but- 
ton 11 on the UHF and gave 
strike control a call. The ship 
answered immediately and gave 
me a marshall of 140 degrees, 35 
miles at 20,000 feet, and an EAC 
of 1901. I entered holding at 
1845 and shortly thereafter I 
switched to button 15 and re- 
ceived a new EAC of 1906 and 
reported my fuel state as 7000 
Ibs. At 1906 I called leaving mar- 
shall and commencing my ap- 
proach. The ship acknowledged 
my transmission and gave me a 
final inbound bearing of 275 de- 
grees. At this time I commenced 
dumping the remaining fuel in 
my wings, keeping 4800 Ibs. 
internal, which would give me 
a max of 4000 Ibs. at the ramp. 

When I reached 11,000 feet at 
20 miles I was told to set up a 


“Dog” pattern. At this time I in- 
quired as to what my bingo field 
and fuel were and received the 
reply, “Roger, Wait.” I promptly 
ceased dumping and my fuel 
state was 5100 Ibs. 

After making 3 orbits in the 
Dog pattern I was cleared to 
take up a heading to make the 
inbound radial which had 
changed to 285 degrees, and 
continue my approach. I called 
10-mile gate, and was told to 
dirty-up and reduce to approach 
speed. At the six-mile gate my 
fuel state was 4200 Ibs. and I 
continued the approach, de- 


scending to 600 feet. 

As I approached the ship I 
could see that the lens was not 
turned on nor was there any run- 
way deck lighting. At this point, 
CCA told me to climb to 1000 
feet and continue straight ahead. 
I pulled up my gear and went 
to maximum conserve because 
as I passed over the ship I could 
see the deck filled with aircraft 
waiting for launch and knew it 
was going to be a long wait. I 
am unsure of the number of or- 
bits I made, however twice the 
controller told me to dirty-up 
which I did, and twice to clean 
up and conserve, which I also 
did. The time elapsed was about 
15 minutes over the ship. 

(The first plane on the port 
catapult was unable to receive 
an initial start due to a faulty 
start vehicle. As the vehicle was 
changed and the start accom- 
plished the launch continued, 
using the starboard catapult. 
The aircraft on the port catapult 
continued to cause delays and 
was eventually removed. The 


WET or DRY 


deck was cleared for landing at 
1930, 24 minutes after the De- 
mon commenced its penetra- 
tion. ) 

As I came around on my first 
pass, contact was established 
with the LSO and everything 
was normal. However, at the last 
minute I received a waveoff and 
was steered around the pattern 
on an extremely long and wide 
downwind. (The waveoff was 
given because of an erroneous 
setting of the arresting gear.) 
Instead of turning me onto final 
I received a heading which 
took me inside the ship’s course. 
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I brought this fact to the at- 
tention of the controller and was 
advised that I was being dogged 
again. Fuel state was now in the 
vicinity of 2500 Ibs. At this time 
I again requested Bingo infor- 
mation and again received a 
“Roger.” 

After several trips around the 
ship I finally got to try another 
pass. This pass resulted in a bol- 
ter and a slightly hard landing. 
I called low state abeam, 1500 
Ibs. and again reminded the ship 
that I had received no bingo in- 
formation and for the third time 
received only a “Roger.” 

At the 90 I checked my brakes 
and found the port brake pedal 
was bottoming out quite rapidly, 
indicating that I had absolutely 
no port brake. I informed the 
ship of this and told them 
would have to be towed out a 
the gear. My pass looked good 
all the way; however, I didnt 
catch a wire and boltered again. 
(Weather was good but the sea 
state caused a pitching deck. 
The pattern that the controller 
kept me in around the ship was 
extremely wide and long, caus- 
ing an extremely long final. Each 
pass was costing in the neigh- 
borhood of 4-500 Ibs. of fuel. 

As I turned through the 90 on 
my third pass and reported my 
fuel state as 1100 Ibs., the ship 
told me to clean up, shift to 
channel 12 and climb to 20,000 
feet overhead for refueling from 
the tanker. The gear would not 
come up, in fact the gear re- 
mained down and locked with 
the handle in the up position. 
(The landing gear had been 
damaged on the first bolter but 
the word was not passed to the 
pilot.) Since I could not climb 
to 20,000 feet, the tanker was 
directed to descend to 2000 feet 
and rendezvous with me. The 
tanker did an amazing job, for 
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before I had done barely % of 
an orbit he rendezvoused with 
me. The ship gave us a refueling 
heading of 110 degrees which 
would head us towards the 
beach. The tanker pilot had 
some difficulty extending the 
drogue but he finally succeeded 
in getting it streamed. 

Although I had never plugged 
in at night before, I experienced 
very little difficulty and made a 
successful hook-up on the first 
pass. 

I had some trouble keeping 
the drogue pushed in far enough 
due to the excessive drag on the 
aircraft with the gear down. I 
asked the tanker to give me all 
he could spare, and he said he 
could give me 2000 Ibs. The 
store was not transferring prop- 
erly and after several attempts 
to obtain fuel the evolution was 
abandoned. At this time I was 
125 degrees, 27 miles with a fuel 
state of 800 Ibs., 300 Ibs. of 
which were in the wings and 
unable to be transferred. 

A Skyhawk reported being 
over the divert field and in- 
formed me that the tower was 
ready for operations but to be 
careful as the field was covered 
with fog. I asked him to find out 
if the arresting gear was rigged 
and he replied there was no 
gear. My DME read 32 miles 
from the ship and I was 27 miles 
from a field which was covered 
by fog. I had to make a decis- 
ion whether to go back to the 
ship or land ashore with no field 
arresting gear and no brakes. If 
I had been able to raise my 
wheels I would have landed a- 
shore. However, I could not, so 
I made an immediate decision 
to return to the ship. I called 
and told them I was coming 
back. I was at 5000 feet, fuel 
state was 500 Ibs. with 23 miles 
to go. 

The gear hanging down was 


causing excessive drag and was 
requiring a very high power set- 
ting to maintain 180 knots so I 
commenced a gentle descent 
which increased my airspeed 
to 200 knots and allowed a 
reduced throttle setting. At 13 
miles I registered 300 Ibs., 2500 
feet and 200 knots. I knew at 
this time I wasn't going to make 
it. I advised the ship that it 
would be a straight-in, one time 
shot and a pullup and eject if I 
boltered. 

When the DME indicated 
three miles I had slightly less 
than 200 Ibs. I saw lights dead 
ahead and I thought it was the 
ship. I called and said they were 
lit up like a Christmas tree but 
could not see the runway. As I 
approached the lights I could 
see it was an excursion ship of 
some sort. Fuel state was now 
100 Ibs. I commenced to climb 
from 700 feet to about 1200 feet 
and continued toward the 
ship. At two miles, I saw a plane 
guard destroyer, fuel gage was 
now ‘reading ZERO. I reported 
seeing the ship and at the same 
time they. told me to eject. 
(When the aircraft was one mile 
astern, the ship entered a fog 
bank which reduced horizontal 
visibility to almost zero.) 

I informed the ship I would 
be passing down the starboard 
side and ejecting on the star- 
board beam. My altitude was 
1200 feet, I did not want to go 
higher because I didn’t want to 
spend too much time in the de- 
scent and be blown away from 
the ship. I positioned myself in 
the seat, pulled the face curtain 
and was rewarded by a re- 
sounding “Bang.” I sensed pass- 
ing through the canopy and the 
seat turning over me. I also be- 
came aware of a tremendous 
pain in my back. The chute pop- 
ped open and the pain in my 
back was extremely bad and I 
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couldn't get my breath. I saw the 
ship about % of a mile away 
but all I could think of was get- 
ting into the water to relieve the 
pressure on my back. 

When I hit the water I recall 
going under momentarily, and 
at the same time I pulled the 
life vest toggles. The vest in- 
flated immediately and I bobbed 
to the surface. I had no trouble 
disengaging the rocket fasteners 
to the parachute and I slowly 
paddled away from the chute 
so as not to get caught in the 
shroud lines. I could hear the 
aircraft overhead but I was too 
preoccupied with inflating my 
life raft to give any notice. 

Once the raft was inflated and 
I had climbed in, I proceeded 
to hook up the small guard bea- 
con transmitter. The next thing 
I did was to light off a signal 
flare and begin firing my tracer 
pistol. After 15 or 20 minutes, 
an aircraft passed overhead and 
I fired some tracers past him to 
attract his attention. The plane 
continued making passes over- 
head so I was pretty sure I'd 
been spotted. 

The entire operation was com- 
plicated by very thick fog. I 
could barely see the lights of the 
aircraft passing overhead. I 
could hear various ships’ fog 
horns around me, but I had run 
out of tracers and flares so I 
simply threw back my head and 
screamed the loudest “HELP” 
that I had ever done. I followed 
this with loud whistles. I heard 
someone shout that they heard 
me, and could barely see a de- 
stroyer coming slowly toward 
my position through the fog. I 
had been in the water for nearly 
an hour when I was picked up 
by the destroyer’s whale boat. 
I spent the night aboard the can 
and was transferred to the car- 
rier by highline the next morn- 
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ANYMOUSE SPECIAL 


I was the aircraft commander 
of an E-1B (WF-2) on a flight 
from NAS Atsugi to MCAS Iwa- 
kuni. The crew included 3 other 
officers and a technician. We 
were on an IFR flight plan with 
IMC predicted for nearly the 
entire route but good weather at 
destination. 

Minimum freezing level was 
predicted at 1000 feet and except 
for light rime icing the flight was 
uneventful until 90 miles from 
destination. At that position the 
port engine quit and was 
feathered. 

Full power on the good engine 
failed to hold our assigned allti- 
tude and 1000 pounds of fuel was 
dumped. Still we could not main- 
tain altitude. Three things then 
took place: (1) a Mayday went 
out, (2) IFF was switched to 
emergency, (3) a descent to 
6000 feet was requested. 

The lower altitude was refused 
because of traffic and we finally 
told ATC to clear all lower alti- 
tudes which they did. As we de- 
scended, still in the clouds, we 
began to pick up more rime ice. 
Outside temperature was minus 


5°C, 


With alternate air required to 
maintain a satisfactory carburet- 
or temperature, some power was 
sacrificed and at 5500 feet we 
were still sinking. Minimum en- 
route was 5000 and I had made 
up my mind to order a bailout at 
that altitude. We didn’t want to 
use the radar to determine our 
position because we were afraid 
the combined load of deicers 
plus radar would pull our remain- 
ing generator off the line. 

At 5200 feet I spotted a valley 
through a hole in the clouds and 
could see up the valley to the 
coastline. Three small lakes form- 
ing a triangle gave us a check- 
point that matched the chart. 

I let down through the hole 
and headed toward the coast. At 
the lower altitude and higher 
temperature the, ice began to melt 
and fall off and we could ease 
off on the alternate air which 
increased available power. Now 
we had to dump more fuel to 
keep enough altitude to get 
across a 1500-foot ridge near the 
coastline. 

Out over the water I was able 
to maintain 700 feet using maxi- 
mum continuous power but for 
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fuel conservation I shortly came 
back to 100 knots with a lower 
RPM/MAP setting. We didn't 
have enough fuel remaining to 
continue on to destination with 
a safe margin so I elected to 
proceed to a Japanese civil field. 

This field had 3900 feet of 
hard surface but only had VHF 
so we asked a P-2 (P2V) to con- 
tact them. He reported back that 
we were cleared to land. 

There were numerous small 
coves along the coast which pro- 
vided excellent ditching possibil- 
ities if the need arose so we 
hugged the shore. When the field 
came in sight both fuel warning 
lights were glowing and the 
gages were dipping toward the 
bottom. I headed for the nearest 
end of the runway despite a 
tailwind. 

Touchdown was on the first 
100 feet of runway at around 
120 knots groundspeed. By using 
steady braking at first and alter- 
nate braking after the halfway 
mark I was able to stop on the 
hard surface. The engine was 
secured while rolling out. Both 
tanks indicated only 100 pounds 
remaining. 


i ait: — — aaa 


19 





SPAD SPIN 











an 
ll of us tend to forget basic in a poor position to spot hits. equ 
things and this is a case Therefore, I rolled over in a 60- the 
where a 1500-hour Spad driver, degree bank to port, and at 130 bus 
who had long since decided he knots popped the flaps. bot 
could make the old bird do “That'll bend it right on a- We 
things the designers never round,” I thought. “No doubt fice 
dreamed of, had to recall a very about it, a quick 180 will do the I 
basic fact the hard way. trick. Just hold what you've got clit 
It was late in a WestPac cruise on the stick. Don't pull any Gs hat 
and the last big exercise was in and stall.” hol 
progress. There was a lot of that It was a most surprised Any- fun 
old nothing-can-happen-this-late- mouse who found the nose pitch- rhe 
in-the-game feeling. This Any- ing up rapidly as the flaps ex- I 
mouse was scheduled for a 4.5 tended, and an even more terro- luc 
hour hop to control close air sup- rized mouse who suddenly found floc 
port for several flights of A-4s himself on his back as the plane pit 
(A4D) and A-ls (AD) from my stalled, went inverted and flicked ing 
own air group. I had 12 HVARs into a spin. wit 
for marking and 150 gallons in Next, the nose dropped through anc 
each drop tank. and the bird was in a vertical stra 
After a couple of hours in the dive as I stopped the spin with har 
20 target area, all routine stuff, a rudder. The stick was useless as shi 
flight of A-ls (ADs) checked in it had no effect in any direction. ( 
for their period on target. Three At this point I observed large I ¢ 
successive targets were assigned quantities of water dead ahead pil 
and were given a working over. and closing rapidly, and I also tite 
I was circling high over each of began wondering about the wis- _— 
the targets and everything was dom of hard turns at low air- if | 
going so well it was almost dull. speed (and low altitude). the 
My only problem was trying to At about 500 feet that certain I 
spot all the hits. feel returned to the stick and I tion 
The next target I assigned was gingerly began easing back, quite flig 
on the beach at a point where the conscious of the progressive stall she 
hills rose rapidly out of the water preached by the training com- wh 
so I let down to 2000 feet and mand. Bless them. At a some- du: 
set up my spotting orbit to sea- what unethical altitude of less onl 
ward. than 100 feet the airplane was in fris 
The first series of runs on the level flight again. fou 
beach went okay. On the second We learned all that stuff about odin 
series the flight leader called airspeed, angle of bank and stalls ave 
“rolling in.” I found myself in “A” stage during primary train- ves 
headed away from the target and ing. We can't afford to forget it. fall 
The purpose of Anymouse (anonymous) Reports is to help prevent or overcome dangerous 
situations. They are submitted by Noval and Morine Corps aviation personnel who have ] 
had hazardous or unsafe aviation experiences. As the nome indicates these reports need not ing 
be signed. Forms for writing Anymouse Reports and mailing envelopes are available in ready- 
rooms and line shacks. All reports are considered for appropriate action. Cal 
— REPORT AN INCIDENT, PREVENT AN ACCIDENT — { ve 
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Buggy Top Tip 

Dv the course of a 45-de- 

gree glide bombing run in 

an A-4C (A4D-2N) which was 

equipped with the complete 

thermal radiation shield, the 

buggy top slammed shut as I 

bottomed out on a 4G recovery. 

Wow, it got real dark in the of- 
fice! 

Knowing that I had started a 
climb straight out, I shifted 
hands on the stick, attempted to 
hold what I had, and started 
fumbling for the red panel light 
rheostat knob. 

I didn’t have much immediate 
luck so I shifted to the white 
floods and illuminated the cock- 
pit with glorious light. Recover- 
ing from the 6000 fpm climb 
with airspeed passing 240 knots 
and decreasing, I trimmed for 
straight and level, then took both 
hands and opened the radiation 
shield. 

Quarterbacking this incident, 
I could have engaged my auto- 
pilot since it was on standby. Al- 
titude and heading hold modes 
would have straightened me out 
if I would have let pressure off 
the stick. 

I also have two new resolu- 
tions: (1) an extra item on pre- 
flight is to make sure the clam 
shell is locked back, (2) keep 
white flood lights on full bright 
during all day operations; not 
only will this prevent such a 
frightening experience, but I 
found that the instrument panel 
is evenly illuminated and easy to 
see especially in LABS maneu- 
vers when sections of the panel 
fall in deep shadow. 


Ladder Storage 

During a night refresher land- 
ing period on a Midway Class 
carrier the pilots would be 
required to switch while the air- 
craft were hot (turning up) and 


were spotted abeam or aft of 
the island. 

A loose A-4B (A4D-2N) en- 
trance ladder had been placed 
just forward of elevator number 
3 with a bag of tiedown chains 
on top of it. The elevator was 
down and an A-4B (A4D-2N) 
was spotted on it with a pilot 
just strapping in. In some way 
the ladder was blown free and 
it fell, hitting the Skyhawk be- 
low. Fortunatey the ladder 
missed the pilot, plane captain 
and other personnel on the ele- 
vator. 

For normal flight operations 
the ladders are stored forward 
of the island in a designated 
storage area. For this operation, 
however, the ladder would be 
needed after two landings and 
also the plane captain could not 
get forward of the island with 
his ladder due to the area being 
blocked with vehicles and turn- 
ing up aircraft. 





There was also considerable 
confusion as to where and when 
the pilots would switch. During 
the day refresher landings, pilots 
switched forward of the island 
but the plane captains were never 
informed. This particular night, 
again, the plane captains did not 
know when or where the pilots 
would switch. 

The A-4 (A4D) ladders have 
always been a problem as to 
storage on this particular carrier 
and this mishap has instigated 
action to provide an adequate 
storage area forward and aft of 
the island. Presently all A-4 
(A4D) ladders in this squadron 
are incorporating a small strap 
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so the ladder can be secured to 
a flight deck padeye when it is 
impossible to get the ladder to 
the designated storage area. 


Varicam Murphy 

The incident I am about to 
relate occurred in a P-2 (P2V) 
but it could happen to anyone in 
any aircraft. 

A P-2 (P2V) was just out of 
PAR (paint and return) and I 
was scheduled to take it on a test 
hop. After a thorough preflight 
(much better for these first- 
flighters than my usual squadron 
type) I started up and taxied 
out. During the preflight I had 
verified the varicam (how’s that 
for alliteration? ) as a few degrees 
nose-up both on the gages and 
by the mark on the fuselage. 

Then as part of the pretaxi 
check I ran the varicam (that’s 
an elevator trim attachment in 
case you aren't checked out in the 
P-2 (P2V)) in one direction 
while the copilot stopped me 
with his control and the test by- 
pass switches. Then I stopped 
him using the same procedures. 
All the while I was watching the 
indicator to see if the surface 
was moving. 

After turnup and _ pretakeoff 
check, I noted the varicam was 
a few degrees nose-up and I 
pushed the switch to nose down 
—only to discover that the indi- 
cator went nose-up! The pilot's 
switch was wired backwards. 
In spite of my efforts I hadn't 
correlated my switch movement 
with the indicator movement. 

This brings me to my “all 
hands” part of the story. It is real 
easy to mistake 180-degree out- 
of-phase action for the proper 
action. Have you ever moved the 
stick while watching the ailerons 
without thinking whether the 
control surfaces moved in the 
proper direction? * 
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Dear Headmouse: 

The situation that I wish to point 
out is not new and perhaps has been 
reported before. However, my recent 
experience has convinced me that we 
have a potential tragedy with serious 


adverse publicity pending in carrier 
aviation. 
I refer to what has become SOP 


whenever VIP’s are scheduled to come 
aboard via helo. The unsafe condition 
develops when side boys, senior officers 
and spectators converge on the VIP 
helo as soon as it lands on deck. With 
helo blades turning and perhaps a 
scheduled launch turning up, greetings 
are exchanged and honors rendered. 
NATOPS and common sense dictate 
that the surrounding area be clear of 
unnecessary personnel when helo blades 
are engaged. As the volume of VIP 
traffic increases it seems to me the 
probability of a serious and needless 
accident increases. Headmouse, it’s go- 
ing to take a top-dog to stop this but 
let’s do it before tragedy strikes. 
ANYMOUSE 


> Once you have seen the results 
of shattered helo blades you'll 
never forget them. This mouse has 
and, to put it bluntly, it’s a messy 
sight. Anymouse has stated very 
well the problem and the solution. 
dictates that the 


Common sense 





surrounding area be clear of all 


unnecessary personnel when helo 
blades are engaged. Side boys on 
a flight deck under engaged helo 
blades are certainly unnecessary 
personnel. 

Very resp’y, 


Deck Launch Jargon 


Dear Headmouse: 

I would like to recommend the term 
“axial” not to be used between Pri- 
Fly, the flight deck officer and/or 
pilots. The correct terms should be 
“angle” for angled deck and “straight” 
for the axial deck in order to prevent 
a misunderstanding. Axial and angle 
sound similar and could become con- 
fusing during launches. 

ANYMOUSE 


> Your recommendation sounds 
like a good one. We hope other 
units will give it a try. 

Very resp’y, 
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Night Headlight Covers 
for GSE 


Dear Headmouse: 

Removable headlight covers used by 
this command are considered §satis- 
factory by pilots and ground support 


equipment drivers. They are easily in- J 


stalled and removed, depending upon 
the lighting requirements, and are 
also inexpensive to manufacture. The 
material used is a double thickness of 


green acetate cloth, stock no. DR8305- § 


205-1002. Several colors were tried, 
this selection seemed best. 

Because tractor headlights are re- 
cessed into the frame this type cover 
is not feasible. However, a circular 
cover, using the same material fastened 


between two pieces of metal with the ] 


centers removed works quite well. 
The outside diameter is 5 inches and 
the inside diameter is 4 inches. These 
covers are screwed in position just 
below the headlight so that it can be 
rotated up over the headlight and 
secured with a wing nut locking de- 
vice. This cover can also be rotated 
down and fastened when it is not 
required. 

M. E. STEWART 

co, vT-21 

NAAS KINGSVILLE, TEXAS 


> A recap of the letters on this 
subject indicates there is indeed 
a problem and many possible so- 
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Removable headlight covers of the type used by VT-21. 


lutions. To date these include: 

1. Anymouse of Hawaii: (a) 
Mask or paint top half headlight, 
(b) Auxiliary lights with red or 
amber filters, (c ) Clearance lights 
independent of normal system.— 
P. 22 of May 1963. 

2. LCDR D. T. Wallace, OP- 
503E: Green lens. 

LT P. M. Beslisle, CSVG-59: 
Red floodlighting or white dust- 
pan lighting. 

R. H. Luke, Douglas Aircraft 
Co.: Red bar lighting to indicate 
direction of movement.—P. 47 of 
June 1963. 

3. LCDR D. M. Reedy, VP-703, 
NAS Dallas: Aluminum foil disc 
to diffuse light—P. 22 of July 
1963. 

4. M. E. Stewart, CO, VT-21, 
NAAS Kingsville, Texas: Green 
acetate cloth covers. 

5. W. R. Carver, AC3, NAS 
Brunswick, Me.: Diffused beam 
and headlight tilt. 

Headmouse believes that any 
one of these systems might prove 
satisfactory. However, in the in- 
terests of standardizing lighting 
in all ground support equipment 
these suggestions are being for- 
warded to cognizant authorities 
for consideration. These efforts 
appear to be a step in the right 
direction. In the meantime, if you 
are using a better mousetrap, let's 
hear from you. 

Very resp’y 


Instrument Approach 
Procedure Charts 


Dear Headmouse: 

Many approach plates have warn- 
ings printed on them such as “Ma- 
neuvering for circling approach south 
of the field not authorized due to 
high terrain.” These warnings are of 
extreme importance, nevertheless 
they are printed in fine print at the 
bottom of the approach plate and are 
sometimes overlooked. 

Back course ILS approach plates 
have BACK COURSE print on 
them in large letters to insure that 

ilots realize that the plate is for a 

ack course approach. Why aren’t 

these warnings of such a manner that 
it would be impossible to overlook? 
ANYMOUSE 


> These high terrain warnings 
should not only be printed in 
large letters but might be printed 
in a different color as an atten- 
tion getter. The fact that they 
are now printed in fine print and 
easily overlooked points out the 
necessity for diligent study of 
approach plates that might be 
used on a flight as part of the 
flight planning evolution. 


Very resp’y, 


Loose Cargo 


Dear Headmouse: 

I was a member of a Bingo crew 
being COD’ed off a carrier while de- 
ployed to WestPac. 

In addition to seven passengers we 
carried several tool boxes, two A4 
(A4D) wheel assemblies and an A4 
(A4D) starter probe. 

Our emergency procedures brief by 


the plane captain consisted of just the 
location of where the emergency re- 
lease handle for the life raft was lo- 
cated. 

Upon touchdown at our destination 
I heard a loud bang in the rear of the 
aircraft. The starter probe had fallen 
over. None of the loose gear had been 
secured! 

I wonder what would of happened 
if we'd had to ditch or return to the 
carrier and make an arrested landing? 


ANYMOUSE 


> Youd probably have had a lap 
full of tool boxes. There is al- 
ways the possibility of a ditching 
and loose cargo can become 
deadly unguided missiles. 


Fuel Foul-up 


Dear Headmouse: 

During the refueling of an HUP-3 
(UH25C) the aircraft was inadver- 
tantly refueled with JP-5. The chain 
of events started when the Fuel Farm 
dispatched the wrong truck and dur- 
ing the refueling the plane captain 
didn’t check to see if the right truck 
had been sent. It was finally caught by 
an alert person of another unit who 
saw the JP-5 truck leaving the heli- 
port and called the proper people due 
to unusual circumstances. The plane 
was de-fueled and test flown with the 
proper 115/145 AvGas. 

Since color code seems to be on the 
upward trend it would make people 
more conscious of things if the fuel 
trucks that contain jet fuel were 
painted a different color or had spe- 
cial markings. We were lucky enough 
to only submit an Anymouse vice an 
AAR 

ANYMOUSE 


> Color coding the truck is one 
solution. Since all fuel trucks are 
labeled, how about teaching the 
line crew how to read. 


Very resp’y, 


Yosdononee— 


Have you a question? Send it to Headmouse, U.S. Naval Aviation Safety Center, Norfolk I1, Virginia. 


He'll do his best to help. 
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This lineman mistreats yellow equipment—color him MUGS. 
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This pilot files VFR in marginal weather—color him 
IFR and help him land safely. 



































This girl’s boyfriend likes to 
flathat—color her MOURNING 
BLACK. 




















Contr by: 
LT C. Ppson 
AssistASO, 
CNra 
| 











memorizes check lists—color him WHEELS UP. 





























This guy stands a- 
round on flight decks 
during operations — 
color half of him. 




















This ASO has an efficient and safety minded squad- 
ron—color him TICKLED PINK. 





This pilot brakes excessively—color him HOT or BLOWN OUT. 




















WELL PLEASED. 


: / —— OUTGOING: | 
This is the skipper of ~ — — 
that aoa him a ») } Naot) 
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‘You can fly them all Safely! 


by Commander Billy Carroll 


Awe two ferry pilots get together, hairy 
anonymous tales of flying are likely to be 
exchanged. A former safety officer of this squad- 
ron, LCDR Trygoe A. Hall, back in about 1945, 
decided this was a good gimmick to help his safety 
program. From this idea Anymouse was born. The 
Safety Center bought the idea and the little guy 
finally got on his way about 1953. He apparently 
is thought well of, to the tune now that the 
Anymouse Report is included as a report under 
the new OpNav Instruction 3750.6E. 

As one might suspect, the ferry squadrons have 
unique problems, safetywise, which no other avia- 
tion activities in the Navy have: 

First, they fly practically every type of aircraft 
the Navy has in its inventory; at this time, some 
38 different model aircraft. 

Second, aircraft flown run the gamut from 
brand new, through “safe for a one time ferry 
flight” in material condition. 

Third, each ferry pilot, being qualified in at 
least five different types of aircraft, must carry 
checkoff cards plus flight and safety equipment 
for each aircraft he is qualified in, on every trip. 

Fourth, the very nature of the operation re- 
quires that the ferry pilot end practically every 
hop at a different field, with its peculiar traffic 
patterns and layout, and includes many overseas 
ferry flights to, or through, foreign countries. 

Fifth, the ferry pilot is seldom able to utilize 
his own squadron personnel for servicing, pre- 
flight or repair of an aircraft being ferried. 

Aircraft safety is like religion in many ways. 
There is the quiet kind, the hell fire and damna- 
tion bit or the cloak and dagger type. It is a 
personal thing. A person may know all there is to 
know about aviation safety and still not practice 
it. He may know little, care less, and ignore 
aviation safety completely in his necessarily short 
life. His attitude toward aviation safety and his 
acceptance or rejection of it determines the part 
it plays in his life. 

In Aircraft Ferry Squadron Thirty-One the 
safety program is rather quiet. Over the years it 
has been an education of the individual, almost 


always experienced people, to conform to the 
rules when on their own, as they usually are in 
ferry work. LCDR Steve Kelly is the squadron 
Safety Officer. His weekly briefings at the all- 
pilots-meeting on Monday mornings are not a time 
of indifference for the pilots. His dry wit pops out 
of each of his safety reminders and his audience 
of pilots is always enraptured. Notes on these 
lectures are prepared and passed on to pilots who 
are on the road ferrying aircraft and who miss 
these meetings. 

Our safety answer to the flying of a large num- 
ber of different aircraft is a rigid, tough, and 
continuing training program. Original checkouts 
are thorough and extensive. Each pilot coming 
into the squadron is categorized into one of three 
basic areas—jet, multi-engine or helicopter. Within 
his framework of experience the neophyte ferry 
pilot can easily qualify in at least five different 
aircraft in his area, with a little work and initia- 
tive. 

The very fact that all aircraft flown by the pro- 
fessional ferry pilot never belong to the ferry 
squadron makes him suspect of the material con- 
dition of the aircraft. The requirement that high 
time engines be installed on old aircraft to be fer- 
ried to storage makes the pilot alert to other units 
that might be off the “squadron hangar queen.” 
Bureau of Weapons, however, backs up the ferry 
pilot, in that all essential systems must work before 
the aircraft is ready for issue (RFI). With these 
facts in mind, the ferry pilot, with his checklist 
in hand, makes a thorough check of the aircraft 
prior to “buying” and has a VFR test hop behind 
him before heading toward the boneyard with the 
old bird. Even new aircraft, with their various 
improved systems, catch the close scrutiny of the 
professional ferry pilots during preflight inspec- 
tions. The ferry pilot is not a kick the tire, light the 
fire and go type—he checks before he buys. 

One of the big problems—and it vitally concerns 
safety—is the extensive amount of gear the ferry 
pilot must carry with him. The author is qualified, 
among others, in the F-4 (F4H), F-8 (F8U) and 
F-9 (F9F) aircraft. Each takes a different type 
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§ oxygen mask and the three masks must be taken 
| on every ferry trip. A checkout in the F-6 (F4D) 


terre aD 





has been considered, but another oxygen mask 
might burst the bag; considering the torso harness, 
the Mk-II and Mk-III life vests, parachutes for 
aircraft not having them in their inventory, other 
personal survival gear, a flashlight, high top shoes, 
a protective helmet, an anti-G suit, and checkoff- 
lists, already in this bag. Have you ever tried to 
find a place to put this much gear plus yours and 
your radar operator's suit bags in an F-4 (F4H) 
or a T-1A(T2J )? The temptation to leave out some 
of the gear arises, but the professional ferry pilot 
will never be caught without a full bag. 

Normally a pilot in a Navy squadron, after a 
hop in his aircraft comes back to his field or ship 
to land. The ferry pilot, after a hop in someone 
else’s aircraft, comes in to land at someone else’s 
field. Every military field has an Operations Man- 
ual setting out traffic regulations, and this docu- 
ment is usually an inch or more thick. This is men- 
tioned only to show that each field has its own 
peculiar rules. You may notice, however, a normal 
pilot planning a cross-country flight takes long 
hours gathering much of this information from 
planning documents as is necessary for his trip. To 
the professional ferry pilot much of this is known 
and he only updates his information while filing 
out on each leg of his hop. He learns this informa- 
tion from his normal progression through the 
stages of the development of the professional ferry 
pilot. 

When a pilot is first assigned to Aircraft Ferry 
Squadron Thirty-One he studies, and then com- 
pletes aircraft and NATOPS examinations on at 
least three aircraft he will ferry. Required reading, 
road briefing, and flight physiology requirements 
behind him, he then becomes a follow pilot as 


@ soon as he qualifies in these three aircraft. De- 


pending on prior experience, he then makes from 
one to five round trips, East Coast to West Coast 
and back, and if his lead pilot on each hop gives 
him favorable reports and he has completed quali- 
fication in at least five aircraft, he is designated a 
single pilot. He may then become a lead pilot by 
having a minimum of 1000 hours total pilot time, 
completing three coast to coast round trips as a 
single pilot, passing a written examination, and 
being recommended by the Training and Opera- 
tions Officers of the squadron. Of course all pilots 
must be instrument qualified. 

Overseas ferry is done by experienced, squadron 
designated pilots. During 1962, our pilots de- 
livered aircraft to Rota, Naples, Johannesburg, 
and Port Lyautey, as well as aircraft to Turkey, 
Guantanamo Bay and several other bases outside 
ConUS. Numerous other aircraft movements over- 
seas, some directly to the ships, are controlled by 
the ferry squadron, but squadron pilots considered 
more qualified in type are used for this work. 

How has VR(F)-31 done safety-wise with this 
program? During fiscal years 1962 and 1963 our 
accident rate was well below the overall Navy’s. 
The squadron won a special CNO Safety Award 
for fiscal year 1962. 

A quick look at the experience level of VR(F)- 
3l’s professional ferry pilots shows that as of 1 
April 1963 with 46 pilots assigned, these pilots 
had flown a total of 180,568 hours. The average 
pilot had logged 3925 hours of total flight time. 

So we conclude that the two factors that are 
most pertinent to a climate that safety can grow 
in, are experience and training. The catalyst that 
causes a safe operation to emerge is the personal 
religion of safety consciousness every mature pilot 
must possess to keep him and his unit on top of 
the safety statistic pile. 





Boston University. 


Commander Billy “Buck” Carroll is a native of Chattanooga, Tennessee. He un- 
derwent flight training as a NavCad and received his commission and wings in 
August, 1943. During World War II he served with VF-84 aboard USS BUNKER 
HILL (CV-17) in the Pacific and later, as operations officer of VF-152 aboard USS 
PRINCETON (CV-37), he flew numerous missions over Korea. 

Commander Carroll attended General Line School at Monterey, California and 
holds a B.A. degree from the University of Mississippi and a M.S. degree from 


In September, 1962, CDR Carroll reported to Aircraft Ferry Squadron THIRTY- 
ONE as commanding officer. 
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HOSTILE 


|, pnw lead pilot nor wingman in a night midair 
collision was wearing an anti-exposure suit 
because the flight was not over “open water.” 
The survival problems they encountered after this 
accident point up the fact that a good cold river 
can be just as hostile as the North Atlantic .. . 
given a winter night . . . water temperature 44° F. 

. air temperature, 26° . . . . Cold facts, com- 
pounded with a near-fatal lack of survival equip- 
ment and survival equipment training . . . 

First we will hear from the lead pilot, then as we 
turn the clock back to the collision, the wingman’s 
story... 

Lead Pilot: I received a tremendous jolt which 
dazed me for a second. The cockpit was illumi- 
nated with a bright white light which temporarily 
blinded me so that I could not read any of the 
instruments. The aircraft immediately went into a 
violent maneuver. I could see lights spinning and 
there were between 3 and 5 Gs on the aircraft. 
(The pilot was not wearing an anti-G suit.) An 
instinctive attempt to right the aircraft produced 
no response. At this time I elected to depart . . . 

Due to the violent maneuvering, I made three 
attempts to reach the face curtain before I was 
successful. I could not properly position myself 
but I think I was close to the right position. At 
this time it felt as if the engine had exploded and 
torn off the aft portion of the plane. 

I specifically remember being impressed by the 
smoothness and force of the RAPEC seat when 
I finally did pull the curtain. My left sierra fitting 
came loose during the ejection. At the top of the 
traiectory, I looked down and saw a small orange 
ball of flame which at the time I thought was the 
rocket seat. I do not recall seat separation but 
there was a definite jolt as the chute deployed and 





two lesser jolts immediately thereafter. I retained 
my helmet which was to be invaluable in keeping 
my head warm during the cold survival period 
which was to follow. 

Now my thoughts turned to attaching my sur- 
vival gear to my torso harness with the lanyard. 
After releasing my lower left rocket jet fitting, I 
could not at first find the D ring on the seat pack. 
With great difficulty I located the lanyard and 
attached it to the left lower fitting on the torso 
harness. (He should have attached it to the right 
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lower fitting.) I then pulled down on a parachute 
riser and did a 360-degree turn to locate the 
closest land. I estimate I contacted water about 4 
or 5 minutes after ejection. 

On contact with the water I was slightly im- 
mersed, then came to the surface. I released the 
two shoulder rocket jet fittings with no difficulty. 
I then tried to release the right lower rocket jet 
fitting and had a hard time finding it. In my search 
I became slightly entangled in the parachute. I 
deployed my life vest but only one bladder in- 
flated. (Evidently I didn’t pull the other toggle 
hard enough.) I got free of the chute and finally 
located and released the right lower rocket jet 
fitting. Now I wanted to deploy the life raft. Due 
to the darkness and cold I had extreme difficulty 
locating the D-ring. Again and again I followed 
the lanyard to the seat pack but was unable to 
find the D-ring or the CO, toggle to inflate the 
raft. After about 15 minutes I observed helicopters 
beginning a search and at about the same time 
saw signals about a mile away which I thought 
must be my wingman’s. ( By now I had concluded 
it was a mid-air collision rather than single ship 
explosion. ) 

As I saw the helicopters I searched for the 
signal flares in my life preserver but I didn’t find 
any. Meanwhile I drifted back into the chute 





again. Once more I freed myself and began trying 
-still unsuccessfully—to deploy the raft. My hands 
had become numb and other parts of my body 
were extremely cold. I had been in the water 
about half an hour. I felt if I didn’t deploy the 


*The squadron’s life preservers were due for a 90-day inspection 
Their usual procedure was to equip spare life preservers with extra 
survival equipment for use during the two-day inspection period. 

qHowever, there was a shortage of flares and therefore these two 
pilots’ life preservers did not have them. 


La 


RIVER 


raft soon I would lose consciousness and drown. 

Continuing my efforts to deploy the raft, I fi- 
nally found the D-ring and toggle. The raft in- 
flated and I climbed in, exhausted. After I got 
aboard I tried to pull the rest of my survival gear 
in with me and was dumped into the water again 
as the raft overturned. As I climbed aboard a 
second time, I realized that the raft had deployed 
inverted the first time. Now it was right side up. 
I had now been in the water about 35 to 40 
minutes. 

After resting for a few minutes, I splashed as 
much water out of the raft as possible and pulled 
the survival gear aboard on top of me, thinking 
perhaps it would provide some warmth. Then I 
tried to get the survival pack out of the seat pan 
to find a signal flare to attract the helicopter. I was 
partially numb all over and my hands had be- 
come so useless that I could not get the pack out. 
I felt I would not be found unless I could give 
some kind of signal. Three times helicopters and 
fixed wing aircraft passed within 100 to 200 feet 
of me without seeing me. In my summer flight suit 
the cold was almost disabling at this time. It was 
ironical that I had not worn an anti-exposure 
suit because the flight had not been planned over 
water. 

I thought of using my survival knife to cut my 
way into the pack but decided against it since I 
did not have full use of my hands and was afraid 
I would cut the raft. I continued my efforts at the 
survival pack but because of the darkness and 
cold was unable to get it out for about an hour 
after entering the raft. 

Even when I got the pack open I was no better 
off. I could not distinguish the flares from other 
gear because of the darkness and lack of feeling 
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in my hands. My arms were now numb to the 
elbows. I tried to identify the flares for about 15 
to 20 minutes but without success. By now my 
hands were completely useless and my body was 
quivering and shaking so much from the cold that 
I decided further efforts would be useless. I de- 
cided to paddle to a bright light which I saw 
about 1 to 1% miles away. I had been on my way 
about 10 minutes when a helicopter appeared 
and the pilot saw me. The helo hovered over me 
and lowered the horse collar. I was hoisted aboard 
and laid in a stretcher. I inquired as to the safety 
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1 could see a white light approaching from about the ! 


of my wingman and received a thumbs-up . . . I 
had been in the water 50 minutes and in the raft 
an hour and 15 minutes. 

Now back to the midair collision again for the 
wingman’s survival narrative . . . 

Wingman: I could see a white light approaching 
from about the 1145 position, slightly high. I 
pushed forward on the stick to go low. We hit 

. I was thrown violently to one side of the 











cockpit. I tried to control the aircraft but nothing §&« 
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on. slightly high. | pushed forward on the stick to go low. 


| happened. It seemed to go around about three 

times before I was finally able to eject. First, I 
tried for the face curtain but I couldn't get it; 
then I attempted unsuccessfully to reach the alter- 
nate firing handle; finally, I grabbed the face cur- 
tain, straightened my back and pulled. 

Although the ejection was rather mild, I felt 
completely disoriented. When the chute opened, 
there was another shock and some time during 
this period I was smacked under my jaw by the 
butt of my pistol. The shoulder holster had 


hing “enough give to allow the pistol to swing up. I 
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* didn’t pull the D-ring on my parachute because 


the chute opened normally and actually it didn't 
occur to me at the time to do so. 

The trip down seemed to take a long time. I 
started checking my gear to see what I had. My 
helmet and mask were askew—the mask seemed 
to be over my eyes. I pushed my helmet down on 
my head and discarded my mask. I then discon- 
nected my lower right rocket jet fitting and think- 
ing about my raft, I grabbed the seat pan and 
pulled it into my lap. (Recommended procedure is 
to disconnect the lower left rocket jet fitting thus 








permitting the seat pan to swing around to the 
right side. Then the raft lanyard is easily accessi- 
ble and can be attached to the lower right rocket 
jet fitting.) I found the D-ring on the seat pack 
and pulled it. It came right out but no matter 
how hard I hunted around I couldn't find the 
yellow lanyard. 

About this time the water appeared quite rap- 
idly and I took a deep breath. I went under and 
it seemed as if I surfaced immediately. The water 
was calm and very cold. I was wearing an anti- 
exposure suit liner under my summer flight suit 
but it was no help after it got wet. 

I pulled my life preserver toggles. For a few 
seconds I panicked; then everything settled down. 
I grabbed my seat pack which was floating next 
to me and tried to find the lanyard for what 
seemed like 15 to 20 minutes but with no success. 
Meanwhile, my legs had become tangled in the 
chute. I was afraid I was going to be trapped so 
I decided to let the seat pack go and work on 
something else. My flares, dye marker, etc. went 
with the seat pack. When I had released all the 
fittings, everything started to sink; I kicked my 
feet and after a while they came free. 

Next I decided to get my .38 caliber out of the 
holster. I had not had time to draw my own pistol 
from the squadron armory and the borrowed pistol 
I had did not have a lanyard attached. After pull- 
ing and tugging on the retaining strap, I finally 
got it free. I fired one round of tracers to make 
sure the weapon was functioning—the round went 
up and illuminated the sky. 

By now my hands were pretty useless because 
they were so cold; I banged them together to try 
to get some feeling into them. An aircraft ap- 
peared and I fired off tracers to get the pilot's 
attention. He orbited my position for quite a while. 
I fired off a round of tracers every few minutes so 
that he would not lose me. Then I started thinking 
about my flashlight in my survival vest. I couldn't 
open the zippers with my summer flight gloves on 
so I took off my right glove and tried to get at my 
survival knife or my switchblade knife. Although 
my switchblade knife was in my left arm pocket, 
I couldn't get it. Finally I was able to get my 
survival knife which was attached to my torso 
harness at the chest.° 

Meanwhile a chopper flew right near me and I 


*As a result of this case a _ revision is being made to the A4B/C 
NATOPS manual to state that the sheath knife should be carried 
in a special canvas pocket sewn to the torso harness in such a man- 
ner that the chest strap passes through the sheath 
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tried to fire my pistol, but by now my hands were 
so cold I had to unload and reload with my teeth. 
This took a long time. I was able to fire two more 
rounds, but I don’t know if they were observed. 
I really had a problem with all my gear—bullets in 
my mouth, survival knife clamped between my 
teeth and pistol in my rather useless hands. My 
hands were so cold that I dropped the pistol when 
I tried to put it back in the holster. As it sank it 
hit my body—I almost had it with my feet but it 
got away. 

With no pistol I decided I had to get my one- 
cell flashlight out. I couldn’t unzip the zipper so 
I cut my survival vest open and pried the flash- 
light out. This took me quite a while. (It was later 
discovered he had cut into the upper bladder of 
his life preserver in this attempt. The lower 
bladder was intact and provided enough buoyancy 
to keep him afloat.) As I got the light on I could 
hear a chopper so I raised my right arm as high 
as I could and waved the light. 

I didn’t have any trouble getting into the rescue 
sling and they pulled me right up. (Rescue per- 
sonnel, however, reported that both the pilot and 
wingman were slow getting into the sling.) 

From here on I don’t remember much except 
that someone tried to cover me up. I asked how 
soon we would land. He said “Right now.” I had 
been in the water about an hour and a quarter. 
(This time is within the range in which 50% of un- 
protected subjects become unconscious. The pilot 
later stated that because he had been immersed 
in extremely cold water for an hour at EGE 
School, he knew he could take it. Investigators felt 
the pilot’s will to survive and the knowledge that 
he could survive were decisive factors here.—AAR) 

The wingman’s knuckles were cut and swollen 
where he had beaten his hands together to warm 
them. He was so cold he was blue and he was 
shivering from extreme exposure. After a hot 
shower and a hour on heating pads, his 97° temp- 
erature went up to normal. He was returned to a 
flying status after three days. 


The rescue of these two downed pilots was any- 
thing but routine. In the first place, the air station 
crash boats were not in running order and still 
another crash boat broke down after being 
launched. In addition, the primary crash circuit 
was never activated. More than anything else, the 
investigating flight surgeon stated, the rescue was 
successful because the right people happened to 
be at the right places at the right time. Two effi- 
cient SAR crews, some alert military police and 


some observant pilots working with only a fair 
communications network effected the rescue. 

The pilot of the helicopter making the first 
pick-up observed the wingman’s tracers over the 
water, a sighting verified by an orbiting F8A 
(F8U-1). Haze prevented accurate estimate of the 
distance. After an unfruitful search of the area, 
he saw two more tracers directly ahead of him. 
After flying two squares, he saw a faint white 
light and simultaneously a T-28 pilot sighted an 
object in the water. The helo commenced a des- 
cent, lowered the sling and hovered over the sur- 
vivor. Getting the wingman under the hoist was 
complicated by the incoming tide and the haze. 
He was picked up and flown directly to the hospi- 
tal. 

In the case of the lead pilot’s rescue, rescue 
personnel had figured that since the tide was 
coming in there would be a good chance that he 
might have drifted toward the’ shoreline. Area 
personnel were requested to send out search teams 
to patrol the shoreline. About an hour later a 
military police truck spotted a “blinking light,” 
(most likely the reflective tape on the lead pilot's 
helmet ) and shined his headlights in that direction. 
A searching helicopter was notified and returned to 
the shore to line up on the truck lights. Approxi- 
mately % mile out, with his spotlight the helo 
crewman located a pilot in a raft. He was hoisted 
aboard only after the crewmen cut his raft lanyard 
and the raft dropped back into the water. 

One of the rescue helo pilots sums up our story 
nicely: “It is hoped that this account of a night 
helicopter rescue will serve as a reminder to all of 
us of the importance of personal survival equip- 
ment, its use and its value... .” 





Human Nature 


All pilots of this squadron are aware of the sur- 
vival equipment which they are required to carry 
on each flight. Since having this equipment when 
it is needed could very well mean the difference 
between life and death to an individual, it would 
seem that a program of close supervision and inspec- 
tion would not be necessary to ensure that each 
pilot does, in fact, carry the required equipment. 
However, since human nature is as it is, a program 
which will produce the supervision and inspection 
necessary to ensure that the proper equipment is 
carried has been established in this squadron. . . 

—IlsT ENDOSER TO AAR 
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Miraculous 


Journey 


Ore in a while an ejection 
takes place which, though it 
doesn’t illustrate or illuminate a 
particular problem, is so amaz- 
ing it warrants publication of 
itself. Here’s one the reporting 
flight surgeon describes as a 
“miraculous journey.” 

In a night carrier landing an 
F-8C(FS8U-2) struck the round 
down just forward of the main 
gear mounts. The gear was 
sheared off in an explosive flash 
and the aircraft, sliding on its 
fuselage in a right wing down 
position, continued up the angle 
deck and disappeared over the 
forward edge. At this instant an 
observer heard the ejection seat 
fire and saw the pilot ejected 
from the cockpit. From this posi- 
tion (30’ to 40’ forward and 10’ 
to 15’ below flight level which 
is 50’) the pilot, in his seat, was 
ejected onto the forward part of 
the axial deck where, still in his 
seat, he collided with an F-8C 
(F8U-2) which had just been 
parked after landing. The Crusa- 
der canopy was shattered but the 
pilot was uninjured. The approx- 
imate position of impact was 
over the port catapult track 











about 50’ aft of the forward 
deck edge. 

Forward momentum after seat 
separation carried the pilot over 
the parked aircraft and onto the 
flight deck. After the initial col- 
lision the pilot was thrown to 
the deck and came to rest at a 
point at mid-ships forward of the 
No. 1 elevator. The seat fell to 
the deck where it struck an air- 
man, injuring his right leg 
slightly. 

The pilot’s parachute deployed 
some time after separating 
from the seat and was quickly 
sucked into the air intake of the 
Crusader with ingestion of the 
chute. The pilot was dragged up 
underneath the intake where his 
shoulders were impinged against 
the underside. At this point he 
was found, cut from the para- 
chute risers and, “slightly con- 
fused but reasonably coherent,” 
was carried on a stretcher to sick 
bay. 

The pilot doesn’t remember 
events from pulling the curtain 
until he was being “cut out of 
my clothes alive on the flight 
deck.” His injuries were a brok- 
en hip and minor abrasions. 


notes from your flight surgeon 
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No Suits 

None of the survivors of a 
helicopter accident thought to 
take the anti-exposure suits from 
the aircraft although this would 
have delayed exit by 3 seconds 
at the most. When asked if he 
would have thought to take the 
suits even if rescue had not 
seemed so imminent, each man 
answered, “probably not.” Water 
temperature was 58°, air tem- 
perature 63°. 

Flight surgeon’s recommenda- 
tion: That it be stressed in ditch- 
ing drills that if there is no time 
to don the anti-exposure suits 
before ditching, the suits should 
be taken along to be put on after 
boarding the rafts. 

NASC Comment: An _ outer 
cover as offered by the anti-ex- 
posure suit gives some protec- 
tion even if the wearer enters it 
soaking wet. 


Raft Inflation 
fter entering the water and 
inflating his life vest, a heli- 

copter pilot unstrapped his PR-2 
pararaft from around his waist 
because he couldn't find the lan- 
yard to inflate it. He held the 
raft in front of him in the water 
and pulled the toggle. Three 
hard pulls were required to 
break the safety wire, open the 
valve and inflate the raft. Later 
he stated he would probably 
have given up had he not re- 
cently investigated a case in 
which difficulty with the raft in- 
flation valve was involved. 

The raft actuating device is 
normally held closed by spring 
action and friction plus a lock- 
wire and seal. A short lanyard is 
provided for opening the valve. 
Inflating the pararaft requires a 


| hard pull on the lanyard and the 


valve must be opened com- 
pletely for the raft to inflate 


properly. 


Mess Line Casualty 
An H-34(HUS) was being re- 
spotted on the carrier hangar 
deck near a mess line on the 
port side. The men in the line 
had been cautioned to get out 
of the way while the aircraft was 
being moved. Running in a mod- 
erate sea, the ship rolled to port. 
The aircraft picked up momen- 
tum and rolled toward the mess 
line. Everyone moved except a 
PFC. A buddy tried to pull him 
out of the way but was shrugged 
off. The aircraft rolled over the 
PFC’s foot, breaking both his 
foot and ankle. 


Souvenirs 
Personnel arriving at the scene 
of the accident within minutes 
after the crash removed the face 
curtain and secondary ejection 
handle from their respective posi- 
tions on the ejection seat, then 
took these objects to their bar- 
racks, apparently for souvenirs. 
This act alone almost led the ac- 
cident board completely astray, 
incriminating the pilot . . . Some 
means should be found to em- 
phasize to all personnel aboard 
an air station the importance of 
remaining clear of all aircraft 
wreckage and never to touch 
anything or pick anything up.— 
From an MOR 
(How about station safety offi- 
cers seeing that articles appear 
on this subject in station news- 
papers?—Ed.) 


Unwise Precaution 

An aircraft crashed into a river 
in approximately 1% feet of 
water. Because the pilot was 
near the bank and the water was 
shallow, he took off his shoes and 
waded ashore barefooted. His 
idea was to.keep his shoes dry 
and prevent problems that might 
ensue on a forced march in wet 
shoes. Though the water was rea- 
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sonably clear, the river bottom 
and shore were rocky in spots 
and sharp objects could have 
been concealed by the mud. If 
anything had cut the pilot’s bare 
feet badly, his dry shoes would 
have done little good—he would 
never have been able to make an 
extended hike for assistance. 
Moreover, even a relatively mi- 
nor injury in a survival situation 
can lead to aggravated difficul- 
ties when medical aid is not 
available. 


Slippery Deck 


After a hard landing aboard 
ship, the plane caught fire and 
burned fiercely. The pilot 
jumped to the starboard wing and 
then to the deck. His feet went 
out from under him on the wet 
deck and he fell backwards 
striking the back of his head. 
His helmet absorbed the force 
and he was uninjured. 


Plane Director Injured 


A= the final recovery at 
2400 the white lights were 
put out in the hangar bays 
aboard the carrier and the re- 
spot began. An hour and a half 
later the last aircraft was being 
maneuvered into final spot for 
the night. A plane director was 
attempting to direct the move- 
ment of the aircraft and handle 
the tow bar simultaneously. As 
the aircraft was steered into spot, 
the tow bar passed close along 
the starboard side of another air- 
craft. The plane director failed 
to observe one of the stationary 
aircraft’s chain tiedowns trailing 
from the after tiedown point. 
The moving aircraft pinned his 
right hand and upper right thigh 
between the towbar and chain 
tiedown. He was hospitalized 21 
days witha lacerated hand. © 
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Radiography — or Lookin’ Without Bustin’ — a Boon 
to Aircraft Maintenance and Accident Prevention 


N on-Destructive Testing normally means all 
methods of non-destructive testing. There are 
many including: Liquid penetrant, magnetic par- 
ticle, film radiography, xeroradiography, TV X-ray 
image, contact ultrasonic, immersion ultrasonic, 
electrified particle, filtered particle, magnetic field, 
eddy current, strain sensitive and thermal, to 
name some, and there are more methods to come. 

All have different capabilities and limitations. 
Most of us are acquainted with the more familiar 
methods such as dye penetrants, magnaflux. These 
methods usually require removal, disassembly, 
stripping of paint on the suspect part before in- 
spection can be accomplished. Workload is in- 
creased to thousands of man-hours in some cases. 
What was sorely needed was some type of lookin’- 
without-bustin’ method. Realizing this, Bu- 
Weps made a study of the problem. Here are the 
developments: 

Early in 1959, the Bureau of Aeronautics ini- 
tiated a project to the Naval Air Station, Jackson- 
ville to make a study of the attributes of portable 
X-ray as an aircraft maintenance tool. 

The study revealed that considerable savings 
could be made and the reliability of the aircraft 
could more adequately be determined through the 
use of portable X-ray. This inspection medium 
provides a means for checking integrity of air- 
craft structures without the need for major dis- 
assembly. 

It was determined that X-ray equipment should 


be provided to activities ashore performing Class 
“B” and “C” levels of maintenance and shipboard 
activities performing Class “D” level of mainte. 
nance. An initial quantity of 102 portable 140- 
KVP X-ray units has been procured (see photo 
next page ). These units are in process of being de- 
livered to activities having a qualified Aircraft 
Radiographer. 
What Can Be Done 

The prime purpose of portable X-ray is to locate 
defects or flaws in aircraft structure with little or 
no disassembly. Most generally the flaws will be 
cracks due to fatigue, stress corrosion or over- 
loads. X-rays will penetrate most of the aircraft 
metals and when used with X-ray film will pro- 
duce a shadow picture of the structure of assem- 
blies beneath the surface. With this in mind there 
immediately arises a number of other possible 
applications for portable radiography: 

Inspection of Parts Through the Packaging 
Materials. Many items are received in complex 
airtight, waterproof packing. One simple elec- 
tronic assembly was suspected of having a solder 
joint pulled apart. X-ray was accomplished 
through the packaging materials, the acceptable 
items were stocked and the rejected items re- 
turned without removal from the package. 

Inspection of Sealed Tubing for Corrosion or 
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Tool Marks. X-ray will reveal pit corrosion on the shaf 


inner diameter of aluminum and steel tubing. 
Identification of Alloy Content. During replace- 
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PORTABILITY PLUS—Radiographer Chief Structural Mechanic D. 
M. Lansford demonstrates dolly for Sperry Portable X-ray Unit 
140 KVP built by Oceana AMD from salvaged materials. Speci- 
fications: Boom extension 3’ to 9; Boom swivel 360° from 
horizontal to vertical; Tube head holder swivels 360°; Tube 
head holder rotation 360°; Brackets permit dolly elevation by 
forklift; Lead plate for exposing small parts. Unit on stand is 
Radiac Meter AN/PDR-27 approved for surveying radiation. 


- 


ment of jet engine compressor blades, the old X-raying and measuring the clearance sorted out 
blades and newer type were mixed. The only _ the defective shafts. This method also detected 
difference was alloy content. All blades were nicked and damaged spars on HUP aircraft. 
X-rayed and the new blades sorted out as they Distortion of Shear Pins. Proper alignment of 
were more dense to X-rays than the old blades. film and X-ray machine clearly located partially 
| Detection of Water in Honeycomb Surfaces. _ sheared pins in control rod assembly. 

| Honeycomb surfaces collect water beneath the Shock-Strut Cylinder Nut. Shock-strut cylinder 
skin. X-rays readily reveal the water collection. nuts were inspected while assembled in landing 
‘on or) . Detection of Machining Flaws. A silver-soldered _— gear to detect discrepancies in clearance. This 
yn the | Shaft on the HTL helicopter was found to have _ inspection formerly required complete disassem- 

machining flaws. When drilling the shaft the drill bly of the landing gear. 
Jace- Jad progressed beyond the limit on certain shafts. Wing Flap Hinge Bracket. Detection of tool 
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marks on the wing flap hinge bracket without re- 
moval from the aircraft. Four bolts had to be 
removed to permit insertion of the X-ray tubehead. 
Propeller Heating Boots. X-ray of propeller 
heating boots to check condition of the resistance 
heating wire. There are just some examples of the 
many possible uses of portable radiography. 


Who Can Do It 

Due to the nature of X-ray, it was determined 
that extensive training would be required. So, a 
training course was set up at the Naval Air Tech- 
nical Training Unit, Naval Air Station, Jackson- 
ville. 

The school trains Chief, First Class (and 
selected Second Class) Aviation Structural Me- 
chanics in the theory and skills of applying X-ray 
principles to aircraft maintenance. Marine Corps 
and Civil Service personnel are also eligible to 
attend the school. 

To date, over 100 people have been trained and 
are considered to be qualified Aircraft Radiogra- 
phers. It is anticipated that a short course will be 
established in the near future to provide Aircraft 
Maintenance Officers with a knowledge of the 
capabilities of X-ray and X-ray film interpretation. 





SPERRY X-RAY CONTROL UNIT is explained to students by in- 
structor O. R. Daughenbaugh, AMCS, right. Remote controls set 
up outside the work room, enables the radiographer to operate 
the unit without exposure to radiation. 
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NON-PORTABLE X-RAY used in O&R has proven value of in- 
spection. Portable units add new dimension to radiography in 
aircraft maintenance. 


How it Operates 

Radiography operates on the same principles 
doctors employ in X-raying the human body. Ra- 
diation is projected through the item to be 
checked and the result is captured on film, which 
is then developed much like a photographer pro- 
cesses film from his camera. 

The use of radiography in the Armed Forces is 
comparatively new, but commercial airlines have 
practiced it for several years. 

Since the X-ray technique can seek out internal 
cracks and defects in metal parts the human eye 
might miss, greater safety for fliers results from 
use of radiography, in addition to the monetary 
savings. 

Scope of Training 

Areas of instruction within the course cover a 
wide range. The first week starts off with school 
indoctrination, delves into basic mathematics and 
touches on non-destructive testing, radiation 
theory and the radiographic process. 

In week two, the student starts learning about 
radiographic film, darkroom procedures and radio- 
graphic equipment. From there, he moves on, 
during the third week, into the personal safety 
aspects of radiography, studying protective equip- 
ment and regulations governing permissible radia- 
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tion dosage. The third week also marks the be- 
ginning of studying some of the advanced areas, 
such as determining exposure time for multi-thick- 
ness objects and use of X-ray exposure charts. 

Further study of radiation and laboratory ex- 
periments split the time almost equally in week 
four and the fifth week is taken up in additional 
laboratory experiments and study of the applica- 
tion of radiographic principles as applied to air- 
craft maintenance. 

The sixth, seventh and eighth weeks are de- 
voted exclusively to laboratory experiments and 
practical work on aircraft. 

The school also teaches gamma radiography. 
This process involves the use of radioactive iso- 
tope, such as cobalt, radium or iridium. According 
to LT Joseph S. Bouchard, Radiography School 
Training Officer, the school has the equipment to 
handle isotopes, but does not have the isotopes 
themselves, since a license is required from the 
Atomic Energy Commission. When a license is 
obtained, iridium 192 will be used. 


CONTROL ROD TERMINALS to be exposed to radiation to make 
a radiographic film. These parts have been removed from the 
aircraft, but many of the parts checked are never removed 
from the aircraft. A portable unit is wheeled up and the film 
is made on the spot. 
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Radiation Hazards 

Safety is emphasized in using radiographic 
equipment, too. Each individual whose duties re- 
quire him to be in the vicinity of the sources of 
radiation used in the school wear three safety de- 
vices which measure exposure to radiation—a dosi- 
meter which is read and recorded daily, a pocket 
chamber (a type of ionization chamber) read 
weekly and a film badge read by an industrial 
hygienist at NAS Jacksonville’s Overhaul and Re- 
pair Department once a month. 

“Working with radiation, we have to emphasize 
personal safety,” says Senior Chief Aviation 
Structural Mechanic Joseph S. Kordek, supervisor 
of the school. “If a man is accidentally being ex- 
posed to radiation, there is no sensation. Radiation 
safety is emphasized throughout the course and 
we use personnel safety devices (the dosimeter, 
pocket chamber and film badge) to measure the 
amount of radiation a man is exposed to. A weekly 
radiation dosage limit is set and if the individual 
reaches this limit, he is kept away from radiation 
for the rest of the week.” 

Work rooms are lead-lined to a height of about 
7 feet to shield against escaping radiation, and 
plans are being made to extend the shield to cover 
the entire rooms. A survey meter, which measures 
radiation much like a Geiger counter except that 
it employs a calibrated dial instead of a ticking 
sound, is used as a safeguard against excessive 
radiation. 

“There is no possible danger of anything in the 
area being contaminated,” Chief Kordek empha- 
sizes. “The type radiation we use is emitted only 
while the unit is operating and there is no residual 
radiation. The only danger involved is direct ex- 
posure. Every precaution, in the form of the safety 
devices described and personal care is taken to 
avoid that.” 

Qualifying Operators 
. The eight-week classes are presently carrying 
about 20 people, including a few Marines and 
Civil Service personnel. Classes run heel and 
toe. 

The Navy will eventually have qualified ra- 
diographers at every naval air station. Students 
are presently coming from naval activities all 
over the world, including aircraft carriers, to 
attend the school. 

Carriers can only use radiographic equipment 
while in port, because the equipment in operation 
interferes with radar and Combat Information 
Center equipment. 

Quotas for enrollment are now assigned by the 





39 








Naval Air Technical Training Unit. They were 
formerly a function of the Bureau of Weapons, 
but control was handed over to NATTU effective 
with the July 1963 class. 

The school, at present levels, will graduate only 
about 120 students per year. With proper man- 
agement support, properly motivated and trained 
radiographers, the Navy will reap a savings of 
thousands of dollars, not to mention the intangi- 
ble—flight safety. 

For detailed information concerning procure- 
ment and distribution of X-ray apparatus and re- 
lated components see BuWeps Inst. 13850.1. 
Write NASC for Radioactivity Warning Poster 
C5-GS-1262.—Ed. ° 


MAGNAFLUX method of inspection requires disassembly and 
cleaning of parts. 


24 





Castings 


TERMINOLOGY again — this time the two words 
“casting and forging,” and why you shouldn’t mix 
them up. 

There is, and always has been, a tendency on the 
part of both military people and company represen- 
tatives to refer to any big, beefy, complicated-looking 
piece of aircraft structure as a “casting.” Castings, 
however, are not used in the primary structure of 
modem aircraft, and not used very often in the sec- 
ondary structure either. Those big, structural pieces 
are forgings. Castings are used for such things as 
handles and small, lightly loaded pieces of secondary 
and tertiary structure. 

What difference does it make what you call an 
item, as long as you identify it clearly? None at all, 
if it were only a matter of word choice. However, 
thinking of a major structural item as a “casting” can 
lead into some wrong alleys when it comes to failure 
analysis. For example, some recent trouble reports 
concerning such items as main gear trunnion support 
fittings spoke of the possibility of failure caused 
by “flaws,” even “bubbles,” in the “casting.” Now, 
such things as bubbles are properties of a defective 
casting, but not of a forging. That is why forgings 
rather than castings are used exclusively in the major 
structure. 

Without going into a treatise on metallurgy, let’s 
discuss the major differences between these two 
types of metal fabrication. All metal stock, of course, 
is cast originally as it comes out of the smelter. To 
make billets for forging, it is then rolled, which com- 





vs Forgings 


pacts the grain of the metal to a uniform consistency, 
largely eliminating flaws and inclusions which tend 
to weaken the billet. As the billet is forged it is 
impacted (hammered) into shape which further im- 
proves the consistency of the metal. 

A casting, on the other hand, can’t be rolled or 
hammered to remove inconsistencies in the grain 
structure. These are held to a minimum, of course, 
by various controls, and excessively flawed units are 
rejected by X-ray inspection and other techniques. 
However, by the very nature of the manufacturing 
process, a casting is inherently weaker than a forg- 
ing of equal size. In fact, a casting would have to 
be designed about twice as heavy as a forging to 
meet a given strength requirement. In addition, 
castings tend to be more brittle. In the language of 
the stress engineer, they are “notch-sensitive”; that 
is, they are more apt to crack at sharp corners and 
shoulders than a forging of the same design. 

Of course, forgings are not perfectly consistent 
either; there can be hairline inclusions and other 
defects, but these flaws are not nearly as important 
as they are in a casting; as a cause of structural 
failure they are almost negligible. 

Therefore, in considering the reason for cracks 
in major structure, it is more useful to look for the 
causes of failure to which forgings are susceptible, 
such as brute overstress, stress corrosion, or fatigue, 
rather than for material defects, such as porosity 
and bubbles, which are peculiar to castings. 

—McDonnell Service Digest 
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Care of Hydraulic Systems 


BECAUSE of the extremely close tolerances of 
hydraulic pumps, valves and actuators, the clean- 
ness of hydraulic fluid must be carefully controlled 
to prevent damage to the components of the system. 
The best assurances for maintaining clean hydraulic 
fluid are clean maintenance habits, special care in 
servicing the system, proper handling and storage 
of parts and flushing of hydraulic systems when re- 
quired. 

The two basic types of contamination that plague 
hydraulic systems are chemical and foreign particle 
contamination. Chemical contamination usually con- 
sists of water, fuel, grease and oil. Foreign particle 
contamination usually consists of dirt, lint, sand and 
metal particles. Ideally, there should be no foreign 
particle contamination in hydraulic fluid systems, 
but, because of the nature of metal components, this 
ultimate is difficult to achieve. Filter screens, which 
are inspected at regular intervals for damage and 
contamination, aid in the removal of foreign particles. 

After the emergency air brake system has been 
used, or any time a system shows signs of containing 
air, it is advisable to bleed affected systems. (For 
bleeding hydraulic systems refer to the applicable 
Maintenance Manual.) 

—Delta Air Lines Technical Review 


Jumping at Conclusions 


AN F-8B (F8U-1E) was put out of commission for 
alow EPR reading. Maintenance crews removed the 
tail section and proceeded to the burner ramp (high 
power turn-up area) with the aircraft for a trim run. 
On turn-up while at high power settings smoke was 
noticed in the cockpit. The crew leader, after’ in- 
specting for the reason for the smoke, suspected a 
possible refrigeration turbine failure. The aircraft 
was returned to the line and the discrepancies re- 
ported to the safety/survival shop for corrective 
action. 

The safety/survival shop, in trouble-shooting, found 
the turbine lubricating system overserviced and 
stopped looking for a malfunction knowing this could 


rt 
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cause smoke in the cockpit on turn up. 

At this point the night crew took over mainte- 
nance. The night check crew took the aircraft back 
to the burner ramp for another turn-up (trim run). 
On turn-up smoke was again noticed in the cockpit. 
The crew leader called the night crew chief and 
told him what the prior problem had been. It was 
decided to continue the trim run. 

Outside air temperature was approximately 45° F. 
The trim run was continued and no time during the 
run did the man in the cockpit report any excess 
After (ten 
stabilization run and five minutes trimming) an 
electrical power failure occurred. ‘The turn-up was 


temperatures. several minutes minutes 


secured at this time. 

It was determined the initial cause of trouble was 
a failed refrigeration turbine. The aircraft continuing 
to run caused secondary damage to the air condition- 
ing and pressurization system control valves and 
plumbing. The excess heat also warped the canopy 
insert and the side wind screens which required re- 
placement as the corrective action. Some 90 man- 
hours were involved in repairing damage caused by 
heat. Reason for the incident—improper 
trouble shooting. The trouble shooter took it for 
granted that the overserviced turbine was the only 
reason for smoke in the cockpit. Take nothing for 
granted—proper troubleshooting to the depth re- 


excess 


quired to ascertain the real reason for a malfunction 
will pay dividends in preventing such occurrences. 





Anymouse 


Quality Control Threat 


A TREND which may possibly affect the avia- 
tion safety program was considered to be the retire- 
ment of many senior and well-qualified aircraft main- 
tenance officers and staff non-commissioned officers. 
It is felt that the Quality Control Program may be 
affected, especially during the next six to eighteen 
months, which will witness a high retirement sched- 
ule. It was suggested that the G-1 of the member 
commands investigate the situation from a manning 
level standpoint, also find out if school quotas can be 


based on T/O instead of M/L. —3rd MAW 
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F-4B Test Hazards Sparrow Ill 


COMPLEXITY of the high-performance F-4B 
(F4H-1) and associated equipment containing nu- 
merous power-actuated devices, high-voltage electrical 
circuits, latest AMCs and missile launching concepts 
... presents a significant potential hazard to ground 
test/maintenance personnel. Proper and safe opera- 
tional procedures for specific system ground handling 
hazards are contained in the maintenance and serv- 
icing handbooks, for the F-4B (F4H-1) and the 
Sparrow III missile. It is imperative that strict com- 
pliance with prescribed safety procedures be ob- 
served. It is notable that no significant casualties have 
occurred during the preparation and maintenance of 
the F-4B (F4H-1) aircraft for about 150 flights ex- 
tending over a period of 18 months, The most pre- 
dominant hazard is the numerous personnel collision 
obstacles (i.e., engine breather doors, flags, gear/ 
doors), on the underside of the aircraft. 

On the basis of monitoring of F-4B (F4H-1) fleet 
activities, it is noted that due to the current excessive 
maintenance requirements, flight schedule commit- 
ments, space congestion, personnel training, and other 
factors imposed by activity or environment, that prob- 
able accidental injury is more prevalent under such 


conditions. In particular, simultaneous maintenance 


by separate ship crews on the same aircraft requires 
stringent crew coordination to avoid equipment and 
personnel injury. The following are some typical po- 
tential personnel hazards associated with testing/ 
maintenance of the AMCs and related areas. 
Operation of the AN/ABH-8 missile control test 
set involves the use of dangerously high voltages. Re- 
placement of tubes or performance or adjustments 
for test sets provided by the AMM-8 with voltage 
supply ON is hazardous. Under certain conditions, 
dangerous potentials may exist in circuits with power 
controls in the OFF positions due to charges retained 
by capacitors, etc. If circuits are not discharged or 
grounded, prior to equipment maintenance, serious 
injury can result. 
Alignment procedure for the APQ-72 indicates re- 
moval replacement of fuzes F4603 and F4604 to test 
circuit function. It is noted that voltages at F4603 
and F4604, located in the servo plate, are dangerous 
when power switch is in STBY or OPR positions. 
Care must be exercised inasmuch as the procedure 
indicates the check is performed in STBY setting. 
Because of arcing and possible explosion hazard 
qduring testing of the APQ-72 modulator inverse 





diode overload for proper function of the circuit, it 
is necessary to confine the check to a bench insula- 
tion. 

Lethal voltages are present in the modulator; also, 
arcing will occur when the pulse is changed. There- 
fore, it is imperative that extreme caution be exer- 
cised when working on the modulator because of the 
possibility of direct personal injury and the potential 
explosion hazard if the cover is removed. 

High voltage is present at the “B bias,” “A bias,” 
“B focus” and “A focus” controls. An insulated screw 
driver must be used, and extreme caution must be 
exercised when effecting maintenance. 

The AMCs antenna employs a hydraulic drive sys- 
tem and can exert considerable force. Therefore, ex- 
treme caution must be exercised by fire control sys- 
tem technicians when working in the vicinity of the 
antenna when hydraulic power is applied. Further, 
inasmuch as the entire aircraft utility hydraulic sys- 
tem is pressurized during AMCs tests and mainte- 
nance, there is also the probability that actuation of 
flaps, wingfold, arresting hook, landing gear, etc., 
could inadvertently occur resulting in personal in- 
jury. 

During maintenance of wing and fin, a cavity door, 
rigging, or component replacement located on sta- 
tions 5 and 6, caution must be exercised to prevent 
injury to hands because of the threat of the doors 
actuating closed when electrical/hydraulic power is 
applied. 

To prevent personnel injury due to physical strain 
imposed by the awkward lifting position beneath the 
aircraft, an excessively large crew is required to 
manually hoist the missile, using the AERO 64A bars 
to the fuselage stations. 

The underside of the aircraft presents numerous 
door/panel and control surface collision hazards. 
‘The rapid fatigue encountered in sustained manual 
missile loading not only jeopardizes personnel, but 
is also detrimental to operational reliability due to 
reduced crew efficiency. Manual loading of the wing 
stations presents no unusual problems. 

No specific workstands have been provided to fa- 
cilitate maintenance on the upper portion of the 
AMCs package, in the extended position. Fire con- 
trol technicians stand upon chairs, ladders, boxes, 
and even special support equipment to reach the 
radar equipment. These random methods are con- 
sidered a potential hazard. A workstand other than 
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a ladder is required because exchange of the heavier 
pallets requires substantial footing. Inasmuch as a 
height of only 18 to 24 inches is required, a light- 
weight aluminum stand could be incorporated as 
part of the AMM-8 assembly. The stand legs should 
be foldable for minimum storage area, and the top 
should provide an insulated non-skid surface. 

The 3000 psi nitrogen bottle located in the LAU- 
7A Sidewinder missile launcher presents a potential 
danger source. Inadvertent release of the 3000 psi 
charge during installation/removal/test of the bottle 
can be severely hazardous to servicing personnel be- 
cause of the minute (.015) stream of air—Cround 
Explosive Safety 


AS A quality control inspector, I was involved 
in the airframes inspection of BuNo .......... on which 
an intermediate inspection was performed just prior 
to an accident which involved a wheels-up landing. 
This was caused by a piece of foreign matter that 
came from the replacing of a hydraulic flexline on 
the up side of the starboard main landing gear actu- 
ating cylinder. To my knowledge an operational drop- 
check was not performed in accordance with Air- 
frames CAMI that was taken from BuWeps Inst. 
13440.1. 

“As a quality control inspector I was not called 
upon to inspect this line after it had been installed. 
But the fact that the line had been replaced came 
to my attention during my inspection because I no- 
ticed signs of hydraulic fluid around the area of the 
main strut and the landing gear doors. I asked one 
of the airframes men where the fluid came from and 
he said it was excess fluid that had come from the 
changing of the lines, at this time I went into the 





Inflight Landing Gear 
Malfunctions 


Good operating procedure dictates writing 
up landing gear malfunctions on the yellow 
sheet, even if the malfunction is subsequently 
corrected in flight. Whenever a nose gear or 
main gear fails to lower normally, but is subse- 
quently lowered to a down-and-locked position 
by recycling, common sense dictates leaving the 
gear down and landing. Such malfunctions 
should be “downing” gripes until Maintenance 








thoroughly checks the system. 








wheel well and took a look at the line and it appeared 
to be a good installation of a factory manufactured 
line. 

“Assuming that this line had been operationally 
checked out after it was installed I went on about 
my inspection and it never came to my attention 
again until the check sheet was turned into me in 
the Quality Control Office and I noticed that it was 
entered in the appropriate place on the check sheet 
and signed off as being replaced.” 

The foregoing is a statement of an experienced 
quality control inspector taken from a recent AAR. 

Handbook of Inspection Requirements states: Good 
maintenance practice dictates that aircraft coming 
out of scheduled or non-scheduled maintenance have 
operational tests performed on the affected equip- 
ments and/or systems to ensure proper functions, 
prior to returning the aircraft to an UP status. 

Assumption by this quality control inspector cost 
us $172,965. The quality control concept is funda- 
mentally the prevention of malfunctions through dis- 
covery of maintenance errors. This concept embraces 
all events from the start of the maintenance opera- 
tion to its completion. Achievement of quality con- 
trol depends on inspection and knowledge. Remem- 
ber the word assume has no place in the quality con- 
trol system. 


Crunch! 


CHECK CREW discovered a fuel leak in the wing 
incidence of an F-8E (F8U) and in an effort to deter- 
mine where the fuel was coming from, raised the 
wing. After looking for and not finding a jury strut 
available, the check crew used a wheel chock to retain 
the wing in the up position. 

After finding the leak they decided to go to chow 
and return immediately and fix the leak. While at 
chow the plane captain took a GTC and went down 
the line lowering the wings. When the plane captain 
had lowered the wings on this aircraft he discovered 
the wheel chock lodged in between the wing and 
the fuselage. 

An endorsement to this mishap read as follows: 
“The cause of this accident can be placed directly on 
the human weakness, negligence. If only one of the 
two established squadron procedures involved in the 
accident had been observed, the accident would not 
have occurred. The intentions of all persons involved, 
that was to get the required work completed, cannot 
be criticized. The methods used can and have been 
criticized personally.” 
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Job Simplification 


The village nitwit had caused quite a stir with his 
reported skill with a rifle. The reporter of the local 
newspaper was sent to interview him. His uncanny 


accuracy was in evidence everywhere . . . on fences, 
barns, and the like were bull’s-eyes with holes in 
dead-center. 

“You certainly are a wonderful shot,” said the 
reporter. “How do you do it?” 

“Easy as pie,” replied the nitwit. “I just shoot first, 
then draw the circle.” 


Attention ADRs 
BE sure you’re using the correct accessory drive 
pad gaskets for R3350-32W/WA and the R3350-36 
W/WA engines. 





A recent report concerning a P-2 (P2V) aircraft 
noted that an 18-hole gasket was required for the 
constant speed drive assembly; a 6-hole gasket bears 
the same FSN, If it had been used it would have 
blocked off an oil passage to the angle drive gear 
box. Therefore, by “Murphy’s Law,” it is possible to 
make an improper gasket installation resulting in 
serious consequences. Exercise caution to insure pro- 
per alignment of oil holes by the use of the proper 
gasket, 

ASO has been asked to assign separate FSNs to 
these gaskets. Until affected publications reflect the 
change, vigilance in the use of these gaskets is recom- 





mended.—Crossfeed 11-62 


Full Blown 
AN F-8 (F8U) blew a MLG tire on landing. The 


squadron emergency crew reported to the aircraft 
with a fully inflated tire contrary to procedures of the 
F-8 (F8U) HMI & safety. instructions. 

Recommend: Adhere, even under emergencies to 
all safety precautions. Reemphasize importance of 
not fully inflating tires until axle nut is secured. 

—ANY MOUSE 


e You're so right, Anymouse. 


Microns 


WE haven’t done any nit-picking about terminology 
for quite a while, so it’s time for a brief discussion 
of a term that many people don’t really understand: 
“micron.” Some people, for instarice, think it’s a 
millionth of an inch; actually it’s a millionth of a 
meter, which is about 40 times bigger. Very few 
people, even though they may know the right num- 
bers, have a good mental picture of the size of a 
micron. 

Your first reaction to this startling bit of news may 
be to ask a question: “So what?” Well, your con- 
ception of the size of a micron does have a practical 
application in aircraft maintenance. The filtration 
capability of hydraulic filters is determined by the 
minimum size of the particles they will trap, and 
this size is expressed in microns. The regular system 
filters with permanent metal elements used in the 
F-4B (F4H) will stop 10-micron particles. 

The radar system filters in the F-4B (F4H) will 
stop 5 microns. The tech orders and other publications 
have pointed out the uselessness of visual inspection 
in depterming whether such a filter is clean. Ap- 
parently some maintenance people have trouble really 
believing this. If it’s clogged up with particles, they 
think you ought to be able to see them. Perhaps a size 
comparison of 5 and 10 micron particles with some 
more familiar objects may help bring home the 
necessity of such methods as pressure drop tests to 
replace visual inspection of these filters. 

The period at the end of this sentence, for in- 
stance, is about half a millimeter in diameter; that’s 
500 microns. A grain of table salt is a cube 200 
microns on a side. This paper is 100 microns thick. A 
human hair is about 60 microns thick. All of these 
you can see, but just barely. Now look at them com- 
pared to the 5 and 10-micron particles we are talk- 
ing about. —McDonnell Field Support Digest 
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APPROACH Readership 


Waltham, Mass.—I am a Naval post- 
graduate student at Boston University 
in public relations. I have chosen as 
my thesis research field that of avia- 
tion safety communication. I propose 
to do an analytical study of APPROACH. 
This will be coupled with a pilot 
study of readership in order to de- 
termine the characteristics and func- 
tions of the magazine. The internal 
content analysis results would be com- 
pared with the results of the pilot 
study to determine the publics which 
the magazine reaches. 

I would like to have a brief state- 
ment from you of the editorial aims of 
the magazine. In addition, please 
enumerate the target publics which 
the magazine is designed to in- 
fluence. 

I sincerely hope that the completed 
study may be of benefit to the Safety 
Center. The results should enable a 
valid comparison between the com- 
munication function actually being 
performed and the desired goals for 
which the magazine is designed. 

KERRY W. MIRISE, LT, 


@ We are most pleased with your 
intentions for it is a constant problem 
for us to evaluate objectively how 
we are doing both as to readership 
and selection of contents. 

A concise definition of editorial 
aims and policy is a hard thing to come 
by, for it is a dynamic, ever changing 
thing. Five broad points listed below 
are somewhat representative: 

1. Publish timely information on 
accident prevention developed by 
NASC analysis. 

2. Foster an individual awareness 
of the importance of naval aircraft 
incident and accident prevention. 

3. Stimulate application of this a- 


LETTERS 


wareness to the program by individual 
and group foresight. 

4. Serve as a medium of exchange 
of safety ideas and accident exper- 
ience among the Fleet. 

5. Provide for recognition where 
appropriate. 

Basically with content we try to 
cover significant and stimulating gen- 
eral educational information in the 
fields of flight operations, aviation 
medicine (including safety and survi- 
val equipment) and maintenance 
and support areas. 

Our public includes all ranks and 
rates in naval aviation, and extends 
into the aviation industry (suppliers, 
designers, tech reps, test pilots, air 
lines, government agencies) and to 
some extent to other military services, 
NATO nations, international safety or- 
ganizations, .... 


Carrier Landing Trainer 


Buffalo, N. Y.—Of particular interest 
was the picture on page 2 of the me 
issue which showed a very realistic 
night approach to a carrier. The scene 
looked quite familiar to us, and upon 
further research, it turned out that, 
sure enough, it was reproduced from 
a photograph which had been taken 
in the Carrier Landing Flight Simula- 
tor presently being developed for the 
Bureau of Naval Weapons by our 
firm. 

We are in hearty agreement with 
the comments regarding the necessity 
for proficiency, and to this end, are 
developing our simulator in small 
enough size as to be practical for 
shipboard installation. In this way, 
pilots would have ample opportunity 
to retain proficiency during long in- 
port periods, or when hazardous op- 
erating conditions exist at sea. 
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We are scheduled to deliver a simu- 
lator to the Bureau this coming fall, 
which was designed primarily as an 
R & D tool for study of visual landing 
aids. It is hoped emenen that the 


\ 
' 


ultimate  gigeene of our device will | 


be that of a carrier landing trainer. 
DEXTER ROSEN 


THE OXFORD CORP. 


Insight on “‘Night Fright" 


Glynco, Ga.—Re “Night Fright,” by 
LT G. W. Lubbers, June 1963. 

“Night Fright” certainly makes 
some strong points, which need not 
and should not be ignored. Training 
is referred to as the old plague. Ob- 
viously the old plague is lack of train- 
ing for a multitude of reasons. 

In the “Night Fright” situation the 
training requirement involves control- 
lers and pilots. Equipment and proced- 
ural problems are equally common, as 
they detract from attaining and main- 
taining optimum levels of proficiency 
of caubielines as well as pilots. 

Study of the evolution of CCA (or 
CATCC as it is now known) proced- 
ures reveals not only the lack of 
standardization that persists and the 
painfully slow progress to improve 
standardization. A cause is also re- 
vealed. There exists too much reliance 
on procedure and not enough effect of 
control. A procedure is a particular 
course or method of action. 

Current CATCC procedures allow 
too much individual interpretation by 
CCA officers, squadron commanders 
others and last but not least the pilot 
In a situation where a‘ pilot should re- 
ceive all possible control assistance, 
we substitute procedures which shift 
much of the control burden to him. 

Written procedures are substituted 
for continuous, detailed, positive, cor- 
rective instructions to effect precise 
air control. Visualize the turmoil which 
would ensue at Navy Jax if the posi- 
tive precise air traffic control afforded 
by RATCC and GCA were replaced 
by existing CATCC procedures and 
capabilities; one minute separation 
vice three, four aircraft to a controller, 
glide path inoperative, transition from 
level flight to descent for landing at 
600 feet 1% miles out and the runway 
heading suddenly variable. 

Absurd? Perhaps so, but it affords 
the contrast envisioned between a 
“procedure” and “control.” 

Is there a level to that which exists 
in GCA? The most frequently heard 
retort is, “We don’t want all_ that 
talking!” No real explanation follows. 
Certainly voice transmissions in the 
UHF band are no more revealing than 
the Tacan transmitter or the IFF 
Transponder or the SPN-6 radar. A 
new and more definite CATCC pro- 
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cedure is in the making and should 
be published soon. But even this pro- 
cedure will not prescribe the maximum 
level of control that can be afforded 
with existing equipments. 

The Navy’s current acquisition of 


' the SPN-35 radar for employment in 


| CATCCs will afford even more con- 


ws. 





trol capability. (CCA Glide Slope Ra- 
dar, July issue, page 47). KEARSARGE 
now has a SPN-35 | installation 
for evaluation and test. All reports 
are good. Acceptance of the SPN-35 
will open the , to a level of air 
traffic control around the carrier simi- 
lar to that exercised by a RATCC, In 
final, both azimuth and elevation data 
are available to the controller, the 
maximum acquisition range is 40 miles 
as opposed to the existing azimuth 
only data at a maximum range of 7 
miles. 

If the old concepts of CATCC 
(CCA) procedures are adhered to, the 
number and arrangement of equip- 
ments in the CATCC will reflect this 
and much of the available control 
capability will be lost for lack of a 
horseshoe nail. 

Conversely, if air traffic control is 
subscribed to and the lessons learned 
over the years in development in 
GCAs and RATCCs are brought to 
bear, the new SPN-35 equipped CAT- 
CC will permit the standardization, 
efficiency and pilot assistance levels 
of GCA/RATCC to go to sea. At 2500’ 
seven miles astern, the pilot switches 
to his (very own) final controller, in- 
tercepts the glide path at 6 miles and 
has 3 minutes to “set it up” in- 
stead of 45 seconds. When the “out- 
side observer has you in sight,” the 
final controller can tell the pilot where 
to look for the meat ball and it will 
be there. No pilot in final should be 
required to listen to any control orders 
except those intended for him. Simi- 
larly no controller should be respon- 
sible for more than one aircraft on 
final at a time. The new CATCC must 
have as many final approach control 
positions as there are to be aircraft on 
final. A one-minute interval and a 
seven-mile final will require four. Each 
pilot controller team must have their 
own frequency, five frequencies should 
be adequate. 

Oversimplified! What about bolters? 
Certainly there are and will continue 
to be problems. But an increase in 
safety and efficiency in a complex air 
traffic situation demands control to 
the maximum practicable extent, and 
all possible assistance to the brave 
soul in the ink bottle. Let’s move in 
that direction now and prepare to go 


further with the SPN-35. 


W. S. WEBSTER, CDR 
SUPT. OF TRAINING 
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Plane Captain Harness 

FPO, New York—With the advent 
of the torso harness and removal of 
the lap belt, the plane captain lost the 
only method available to secure him- 
self in the seat while riding brakes. 

For years, a harness for the plane 
captains has been under study. In the 
interim, we have come up with what 
we think is a good temporary solution 
to the problem. 

A D-ring (Ring, Flyaway: P/N 
58B327, FSN RM-1670-802-9087- 
L800) was taken from the lap 
attachment of a torso harness and 
threaded to the right Scott Kit la 
retainer strap. (See above shates} 
The D-ring rides freely up and down 
the strap, and is normally out of the 
way. It remains at the bottom and 
inboard when the rocket jet is at- 
tached to the torso harness. When the 
plane captain is seated (without 
harness) he can attach the D-ring to 
the left lap rocket jet fitting. 

LT L. O. ROGERS 
ASO, VF-41 


@ This certainly doesn’t solve all of 
the plane captain’s problems and is 
not intended to preclude the need for 
a harness. But the beauty of this fix 
is that it is cheap, can be used starting 
today and is something instead of 
nothing in the interim. 

Thanks for a valuable contribution. 





APPROACH welcomes letters from its 
readers. All letters should be signed 
though names will be withheld on re- 
quest. Address: APPROACH Editor, U.S 
Naval Aviation Safety Center, NAS 
Norfolk, Va. Views expressed are 
those of the writers and do not imply 
endorsement by the U. S. Naval Avia- 
tion Safety Center. 
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State of Mind 

FPO New York—This suggestion on 
“Wheels-up landings, inadvertent, 
elimination of” was brought to our 
squadrons’ attention by a Marine pilot 
some years ago. Your request in a 
recent issue for ideas on this subject 
is the reason for this letter. 

There are no gimmicks to this meth- 
od; it uses the same theory of “habit 
pattern” that is the primary cause of 
wheels-up landings. Here is the meth- 
od: Over the field boundary on final 
approach, the pilot says aloud, either: 
to himself or to his copilot (if multi- 
engine), “Double check gear on short 
final,” followed by a positive gear 
check! Once this habit is imbedded 
in the pilot’s cranium, then, no matter 
what changes in his normal approach 
pattern, “go-around,” “extend _ ini- 
tial,” “missed approach,” “fouled 
deck,” etc., he still ends his approach 
on final with a positive gear check. 

This has already saved me from two 
unsafe-gear landings, after cycling the 
gear on go-around and forgetting to 
recheck it. One of these would have 
been a_ no-nose-wheel-landing, since 
the nose gear had hung on the second 
cycling of the gear. Quite a few pilots 
of my acquaintance use this method 
and swear by it. 

R. K. JONES, ACCM/AP 


Reference Library 


Pensacola, Fla—The February 1963 
issue contained an article by LCDR 
J. R. Foster title “Ramp Strike.” This 
is a very fine article, and it puts 
these points across in language that 
any pilot can understand. 

At the end of the Ramp Strike piece 
is a list of eight other articles from 
back issues of APPROACH on the same 
general subject. I have collected and 
read most of these articles, and com- 
piled a small reference library of these 
and a few other appropriate ones. 
This material will be available to the 
other LSOs of this squadron to aid 
them in training the pilots who will 
be flying with the fleet in the near 
future. 

To complete this library would you 
please send me a copy of each of the 
following three acticles: “Mirror Re- 
port,” April 1957; “Meatball and 
Paddles,” June 1958; and “The Pilot 
vs The Pitching Deck,” November 
1960? 

D. L. WRIGHT, LT, VT-4 


@ The reference library you mention 
should pay dividends. Maybe some of 
the students would also benefit if the 
material is made available to them. 


‘ The articles you requested are on the 


way. * 
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In addressing the Brunswick 
Sub-Area Aviation Safety Coun- 
cil, Capt. W. T. Sutherland, 
Chief Staff Officer, ComFAir- 
Wing Three stated: 

During our safety meetings 
over the past year, we have in 
one way or another discussed 
practically the whole spectrum 
of safety. Unfortunately, most 
of the topics are sparked by an 
accident that has happened. We 
try to prevent a repeat. We write 
instructions, bulletins, POD 
items, lecture, give talks at quar- 
ters,.and so on. It would be un- 
usual if each type of accident 
that had occurred had not been 
previously pointed out to the vic- 
tim by written or verbal means. 

This pinpoints the basic prob- 
lem as communications. How are 
we going to get our ideas across 
and understood? We spend a 
great deal of time in meetings, 


writing bulletins and lecturing 
to our people. The problem is 
getting a person to personalize 
—to think—to develop a philoso- 
phy to be prudent in his actions. 
Too often, the printed word or 
the spoken admonition does not 
achieve this — before the acci- 
dent. 

The guided discussions can 
get people to think thru actions 
and personalize responsibilities. 
We rationalize that we don't 
have time. We take time for 
meetings; for reams of printed 
expressions. How much more 
time is too much—to reach great- 
er effectiveness? Do we only 
have a safety program to satisfy 
higher authority? Do we really 
want to communicate or just 
salve our conscience that we've 
passed the word? Each “person 
in authority” in a command mus 
answer these questions. 





APPROACH is distributed on the basis of one copy per 10 or so people in your unit. 
Pass this copy along to another shipmate. The accident you prevent may be his! 


WEED KILLER 


Do you have Maintenance Error weeds in 
your hangar area or on the flight line? 

There is available a flower that, if properly 
planted and cared for, will eliminate these 
parasitic growths forever. The seeds for this 
flower are readily available at no cost to all 
aviation units. Full details are contained in 
Chapter 10 of BuWeps Instruction 4700.2— 
“The Naval Aviation Maintenance Manage- 
ment Program.'’ When properly sown, ferti- 
lized, and cultivated, this Maintenance Error 
weed-killer will provide accident free blooms 
that will brighten the whole area. 

The name of this flower is Forget-me-not. 











